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GASTRON 


A complete gastric gland extract 


A clinical resource against disorders of gas- 
tric function, acute and under strain and 
stress of exhausting disease. Gastron con- 
tains the enzymes, co-ferments, associated 
organic and inorganic constituents of the en- 
tire gastric mucosa; is of standardized pro- 
teolytic energy; grateful, agreeable to the 
stomach. Prescribed simply by the name 
GASTRON. 


Fairchild Bros. & Foster 


New York 

















The Official Unit of 
Scarlet Fever Antitoxin 


The Hygienic Laboratory of the United States Public 
Health Service has defined the unit of Scarlet Fever 
Streptococcus Antitoxin as follows: 


. “The unit for measuring the strength of Scarlet Fever Strepto- 
coccus Antitoxin is defined as the neutralizing power possessed 
by a definite quantity of Antistreptococcic Serum preserved at 
the Hygienic Laboratory of the United States Public Health 
Service under special conditions to prevent deterioration. This 
quantity is now equivalent to ten times the amount of Scarlet 
Fever Streptococcus Antitoxin necessary to neutralize one test 
dose of Scarlet Fever Streptococucs Toxin, each test dose con- 
taining five times the amount of Scarlet Fever Streptococcus 
Toxin necessary to give in the majority of non-immune individ- 
uals in 24 hours following intracutaneous injection, a skin reac- 
tion 1 c. m. or more in diameter.” 


LEDERLE’S SCARLET FEVER STREPTOCOCCUS 
ANTITOXIN is standardized under the regulations of 
the Hygienic Laboratory. 
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MYCOLOGY—ITS GROWING IMPORT- 
ANCE IN THE PRACTICE OF 
MEDICINE. 
RALPH W. MENDELSON, 
; Albuquerque, N. M 
North American practitioners are, per- 
haps, the least appreciative of any of the 
medical profession with regard to the im- 
portance of fungi as causative factors in a 
variety of diseases. The reason for this is 
a lack of instruction in our medical schools. 
I know of but one medical school giving a 
course in clinical mycology. Eventually 
this defect will be remedied, because we are 
gradually being educated to a fuller appre- 
ciation of the importance of fungi in medi- 
cine. 


The history of mycology dates back to 
the reign of Charles II, when Hook, with a 
lens of his own making, carefully examined 
the blight of the damask rose and illustrat- 
ed his findings. Up to the latter part of 
the eighteenth century progress was slow. 
The men of that time who made important 
investigations were Malpighi, Ray, Micheli, 
Linnaeus, Lightfoot, Pelham, Batsch, Bul- 
liard and others. From 1800, progress has 
been much more rapid. Up to 1837 the 
study of fungi was rather a systematic 
problem, and it was not until Ramak, in 
1837, discovered the parasitic fungi in ring- 
worm that particular attention was paid to 
the microfungi as possible factors in the 
causation of human ills. 


Important contributions were made by 
Schoenlein, Gruby, Malmsten, Carter and 
Manson. Later we have such men as Sab- 
ouraud, Brumpt and Pinoy, and today we 
have here in the United States no less a 
man than Castellani, professor of Tropical 
Medicine at Tulane, who has contributed so 
very profusely to the knowledge of patho- 
genic fungi. 

Mycology is of specific importance to men 
practicing in our southern states. With an 
ever-increasing intimacy with Central and 
South America we may expect to meet a 
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greater variety of mycoses, both dermal and 
visceral. 

Although .the present day classification 
of the pathogenic microfungi is in a chaotic 
state, it may be of interest to the reader to 
know the basis of all classifications. The 
vegetal kingdom is divided into six phyla: 
1—Myxophyta—or slime moulds. 
2—-Schizophyta—or fission fungi. 
3—Thallophyta—including algae, fungi and 

lichens. 
4—Bryophyta—mosses. 
5—Pteriodophyta—ferns. 
6—Spermatophyta—seed plants. 

wa phyla of interest to the medical man 


1 -Schiiogiite, embracing the classes: 
A-Schizomycetes 
Order—Eubacteriales 
Examples: 
1—Spirillaceae 
2—Coccaceae 
3—Bacillaceae, etc. 
B—Schizophyceae—blue green fungi, 
of no interest medically. 
2—Thallophyta—algae, fungi, lichens. 

Only the fungi are of interest medically. 
Fungi belong to the Thallophyta having no 
chromatophores or chlorophyll, as they sub- 
sist on decaying animal or vegetal matter 
rich in organic substances and do. not re- 
quire sunlight in the manufacture-of their 
food. The fungaceae may be either sapro- 
phytic or parasitic, and under verying con- 
ditions, may change from one state to the 
other. The further classification of the 
fungi proper is rather bewildering. The 
various authorities have been more or less 
original and the student of mycology awaits 
with considerable interest a recognized in- 
ternational classification. 

Practical mycology has to do with the di- 
agnosis and treatment of established my- 
cologic disease entities. As interest in the 
subject grows, research will reveal an ever- 
increasing number of fungus diseases and 
it behooves the general] practitioner to have 
a working knowledge of the subject. 
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The diagnosis of a dermatomycosis is not 
such a difficult task ordinarily. In suspect- 
ed cases we take a few scales and digest 
them in a drop or two of ten per cent potas- 


sium hydroxide; pressing a: cover glass on 


the slide, we examine first with high dry 


lens and then with the oil immersion. Vari- 


ous stains may be used, but the best re- 
sults are obtained by examining the speci- 
men unstained with the aid of the dark 
field just as one would examine for spiro- 
chaetes. In those cases in which a diagno- 
sis can not be made by direct microscopic 
examination, one may collect some of the 
scrapings in a test tube and forward them 
to a reliable laboratory where cultural tests 
will reveal the nature of the infection. 


The most common mycotic diseases de- 
scribed in the United States are actinomy- 


Fig. 1 (Case 1). Showing the appearance of the 
skin lesions of Tinea Alba. 


Case 1—Tinea Alba. 


First described by Castellani in .1905. It is 
caused by the Epidermophyton rubrum Castellani, 
1909, and Atrachophyton macfadyeni- Castellani, 
1905. It may be limited to the extremities or in- 
volve the entire body. In chronic casés, white leu- 
codermis patches develop, in which no fungus is 
found. It responds to the application. of a 3 per 
cent chrysarobin ointment. : 
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cosis, blastomycosis, mycetoma, ringworm, 
tinea versicolor, sporotrichosis.. We some- 
times hear of an imported case of favus. As 
a general proposition, not a great deal of 
attention is paid to fungus diseases except 
by the dermatologist. 


The following cases, except one, are from 
the -tropical Orient and illustrative, to a 
degree, of the variety of skin lesions pro- 
duced by pathogenic microfungi. There are 
a variety of fungus diseases of the internal 
organs that do not lend themselves to pho- 
tographic illustration. Case number 6, for 
example, is that of a colored female, a resi- 
dent of. New Orleans, suffering from a 
chronic pulmonary mycosis; it will be taken 
up later. 


Fig. 2 (Case 1). Drawing by the author, showing 
the appearance of the Epidermophyton rubrum 
Castellani, the fungus causing Tinea Alba. 


Fig. 3. (Case 2). .Drawing.of the Malassezia 
tropica Castellani, the fungus causing Tinea Flava, 
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_Fig. 4 (Case 2). The appearance of the skin le- 
sions of Tinea: Flava. 


—_— 


Case 2—Tinea Flava 


This condition is also known as Tropical Pity- 
riasis Versicolor. It is due to Malassezia tropica 
CasteHani, 1905. It is, as a rule, a non-puritic, non- 
desquamating dermatomycosis producing a yellowish 
pigmentation. The entire body may become af- 
fected. It is quite resistant to treatment. A sali- 
cylice-resorcin ointment produces the best results. 


Fig. 5 (Case 3). The appearance of Tinea Nigra 
in patient with leprosy. 


Case 3—Tinea Nigra 


The patient is a leper and has suffered from the 
dermatomycosis for years. The disease, Tinea 
Nigra, is caused by a fungus of the genus Clado- 
sporium—C. Mansoni Castellani, 1905. It is a non- 
pruritic, slightly desquamating condition, producing 
a black pigmentation. It responds quickly to a 
mild salicylic ointment. 


Fig..6 Case 3). Drawing of the fungus, Clado- 
sporium Mansoni Castellani, the etiologic agent in 
Tinea Nigra. 





Fig. 7 (Case 4). Patient with Tinea Capitis Trop- 
icalis, caused by a variety of fungi. 


Case 4—Tinea Capitis Tropicalis 

This condition is caused by a great variety of 
fungi, several from the genus Microsporum Gruby, 
1843; the genus Trichophton Malmsten, 1848; the 
genus Ectotrychophyton Castellani and Chalmers, 
1918; and the genus Achorion Remak, 1845. Clin- 
ically, the condition differs but slightly as seen 
in America. Castellani has recently discovered a 
new variety of causative fungus in a case seen in 
New Orleans. 


Fig. 8 (Case 5). Appearance of a three day old 
culture of Acladium catellani Pinoy, the organism 
of Acladiosis. 
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Fig. 9(Case 5). Patient with leg ulcers of Acladi- 
osis. 


5—Acladiosis. 


This is an uncommon ulcerative condition due 
to Acladium castellani Pinoy, 1916. It produces 
sharply defined, oval ulcers with very red gran- 
ulating base. There is usually abundant secretion 
and sometimes superficial glandular involvement. 
The treatment consists of potassium iodide in full 
doses combined with mild local applications of 
mercury perchloride. 


Case 


Fig. 10 (Case 6). The appearance of the fungus, 
Monilia Persoon, found in the case of pulmonary 
mycosis shown in Fig. 11. ; 
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Fig. 11 (Case 6). Patient with pulmonary Moni- 
liasis. 

Case 6—Pulmonary Mycosis. 

This condition is caused by fungi of the genus 
Monilia Persoon, 1797. Castellani first described 
it in 1905 and since then many cases have been 
reported. The case here cited is that of a colored 
female who came to the clinic in New Orleans 
complaining of a chronic cough, loss of weight, night 
sweats and fever. This condition simulates pul- 
monary tuberculosis in every detail and a clinical 
diagnosis can not be made. The sputum should be 
collected in sterile containers and examined at 
once and also cultured. The fungus is Gram-posi- 
tive and presents a spore-like, roundish, often 
double, contour. The mild cases respond to iodides 
internally. The chronic cases. are difficult to 
treat. 
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RAGWEED HAY-FEVER IN THE SALT 
RIVER VALLEY 


E. W. PHILLIPS, Phoenix, Arizona. 


The purpose of this note is to call atten- 
tion to a recent development in the hay- 
fever situation of central Arizona. 

The short. ragweed, Ambrosia _ elatior, 
which in many states is the chief couse of 
autumnal hay-fever, does not occur in Ari- 
zona. We have, however, a group of plants 
botanically related to it. In the hill and 
mountain country a congener, the western 
ragweed (Ambrosia psilostachya) occurs 
unevenly and is a local cause of pollen dis- 
ease. More abundant than this and much 
more important as contributors of air-borne 
pollen are the Franserias. Two of these, 
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the false ragweed (F. acanthicarpa) and 
the slender false ragweed (F.tenuifolia) re- 
semble the common ragweed of the east 
and are locally known as bur: ragweed, or 
simply as ragweed. The first thrives best 
in the hill country; the second ranges lower 
and is present, but not hitherto abundant, 
in the Salt River Valley. 

In the desert which borders this valley 
there flourishes another Franseria, F. deltoi- 
dea). Its common name is supposed to be 
rabbit bush, but as a matter of fact, it is 
commonly and incorrectly called sage brush. 
It is a low sprawling bush with gray-green 
triangular leaves that have a sage-y smell. 
This bush varies widely in its pollen out- 
put, both as -to time and as to quantity, 
from year to year. In takes advantage of 
the spring rain, if there is any, to bloom 
quite inconspicuously at any time from the 
middle of March to the first of May. It is 
often found in company with the brittle- 
bush (Encelia) which displays its gaudy 
yellow flowers at about the same time. 

Therefore the laity and not a few phy- 
sicians are convinced that the spring hay- 
fever caused by the rabbit bush comes from 
the “yellow flowers.” In like manner do 
the flowering compositae which bloom in 
late summer receive the blame for the mis- 
chief done by the false ragweeds. 

There seems to be a close biochemical 
relation between the two false ragweeds 
and the true ragweed which occurs in the 
eastern states. Persons who are primarily 
sensitized to the eastern ragweed always 
react more or less to the false ragweeds, 
the western ragweed and the rabbit bush, 
the strength of their reactions being usual- 
ly in the order named. I have observed - 
that newcomers from the east, previously 
sensitized to eastern ragweeds only, may 
have hay-fever during their first season of 
exposure to the western and false rag- 
weeds; at best, their free interval seldom 
exceeds three years if they are adequately 
exposed to false ragweed pollens. Such ade- 
quate exposure in previous years has been 
met with only in the hill country, not in 
the Phoenix district. Those who had hay- 
fever from the eastern grasses, on the 
other hand, are nearly always free from 
symptoms during their first year in Phoe- 
nix and may enjoy a latent period of three 
or even five years before they develop an 
allergic response to Bermuda grass. 

The season of 1927 was the first in sever- 
al years to favor the growth and pollination 
of the Franserias in the country about 
Phoenix. Early in Macrh the desert was 
well soaked. The characteristic pollen gran- 
ules of the rabbit bush were found on 
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slides as early as March 10, and from the 
20th of March to the middle of April they 
were abundant, and induced hay-fever in 
those who had the appropriate sensitiza- 
tion. About one-fourth of the older Ber- 
muda grass patients here have a minor 
sensitization to rabbit bush, and for the 
first time in years they clinically confirmed 
their skin tests. Their symptoms were 
rather easily controlled by small intrader- 
mal doses of rabbit bush pollen extract, 
without interrupting their treatment 
against Bermuda grass. The point I make 


here is that, if their symptoms from a 
minor and unusual sensitization had not 
been dealt with, these patients would have 
failed of a satisfactory result, no matter 
how thoroughly their Bermuda treatment 
might have been carried out. 


An unexpected thing happened in the 
fall. Quite a number of these same pa- 
tients who had gone comfortably through 
the height of the Bermuda season, began 
to be annoyed by hay-fever in late Septem- 
ber. There was then, of course, no rabbit 
bush pollen in the air. A hasty survey of 
the local pollen bearers revealed the offen- 
der; it was the slender false ragdweed, 
Franseria tenuifolia. This plant, always 
present in the Salt River Valley in scattered 
patches, has hotherto done no damage, so 
far as I know. But conditions are chang- 
ing; because of the city’s rapid growth, 
considerable land that was formerly under 
clean cultivation has been taken over by 
real estate developments and lies fallow. 
The false ragweed has moved onto the va- 
cant lots. Last fall, stimulated by an early 
rain, it pollinated freely enough to affect 
those sensitized to the ragweed group. For 
the second time in one season, these pa- 
tients were relieved by coseasonal treatment 
with the pollen of a Franseria. 


From this time on, these valley ragweeds 
will bear watching. The plants are not 
winter-killed at the time of this writing, 
and they seeded last fall. -If there happens 
to be rain enough to keep them alive, they 
will cause trouble next summer and fall. 
The same is true of the careless weed, 
which is likewise an opportunist in the mat- 
ter of fallow acreage. While these weeds 
do not rank with Bermuda grass as pollen 
producers, they may ruin the result of care- 
ful treatment with Bermuda pollen by caus- 
ing sharp attacks of hay-fever in late sum- 
mer and in autumn. This need not happen, 
for, if the multiple sensitization which 
causes such attacks is recognized, a little 
appropriate treatment will bring the symp- 
toms to an end. 
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In closing this brief commentary on the 
local hay-fever situation as it now presents 
itself, I venture to make a prediction. For 
years I have watched the Bermuda grass 
creeping up along the watercourses to 
higher and cooler climatic zones, until now 
it is well established at an altitude of 5000 
feet or higher. The Russian thistle, trav- 
eling after the manner of tumbleweeds 
along the roads and rights of way, has 
been adapting itself to lower and hotter 
zones until now there are small patches of 
it scattered all over the valley. Growing 
population, greater acreage in use, more ir- 
rigation, more travel, more shipments of 
weed-fouled fodder—these are the factors 
that are combining to erase our natural bot- 
anical boundaries. So it is probable that 
within a few years we shall have to deal 
with a more complex hay-fever situation 
in Arizona and we need to be alert to deal 
with changes as they appear. That is only 
one more reason why every doctor who 
treats pollen disease should educate himself 
to know the plants that cause it: what they 
are, where they grow and when they polli- 
nate. The time and effort so spent will be 
well repaid by his satisfaction in treating 
more successfully an ailment which seems 
destined to become a menace to the public 
comfort, if not, indeed, to the public health. 


Uv 


NON-SPECIFIC CHRONIC ULCERATIVE 
COLITIS. 


F. D. GARRETT, M. D., 
El Paso, Texas 


Read before the El Paso County Medical Society, 
January 9, 1928. 

This is a disease process involving the 
mucous membrane and deeper layers of the 
large gut. The mucous membrane is hyper- 
emic, edematous, bleeds easily in the early 
stages, and later there is breaking down of 
the mucosa and ulcer formation. Mucus, 
pus, and blood are uniformly present in the 
stools, which are increased in frequency. 
The patient suffers from anemia, debility, 
and prostration in direct ratio to the inten- 
sity and duration of the disease process. 
Fever may or may not be present. The bac- 
teriology of the non-specific form of ulcera 
tive colitis shows absence of Shiga’s, Flex- 
ner’s, Strong’s and “Y” bacilli of dysentery, 
and also of pathogenic amebae. 

H. Strauss’ claims that cases of non-spe 
cific ulcerative colitis should be classed as 
dysentery. Ehrman, Herbert, and Hopkin 
take the same view and have obtained, in 
many cases, an agglutination with dysen- 
tery bacilli. They claim that, from a diag- 
nostic standpoint, the agglutination phenom- 
enon is of more value than the finding of 
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specific bacteria of dysentery. This conclu- 
sion is not convincing because many related 
bacteria can show para-agglutination. An 
example is the oft recurring agglutination 
of the serum of patients suffering from ul- 
cerative colitis with a suspension of paraty- 
phoid bacilli. 

The most convincing work in establishing 
a svecific infection in the etiologv of the dis- 
ease under discussion has heen done by Bar- 
gen’ of the Mavo clinic. He also isolated a 
non-capsulated diplococcus about the size of 
a pneumococcus and claims that it is the 
rathogenic organism. By inoculating ani- 
mals with this divlococcus Bargen was suc- 
cessful in producing in the colons of some 
of them petechial hemorrhages with diar- 
rhea. 

Other disease-producing organisms said 
to cause uleerative colitis—stavhylococci, 
rvocvaneus. Proteus vulgaris, Bacillus fecalis 
alealigene~ and intestinal streptococci—are 
all found occasionallv in the stools. 


Im the end it is not remarkable that so 
wont an anthoritv as Alhu looks upon so- 
called non-sv-cific ulcerative colitis as be- 
ine a disease of unknown origin. One must 
either take this view or else lav the blame 


on hacter'a which are alwavs present in the 
eolon as canronhvtes—namely, colon bacilli. 
It is well known that savrovhvtes which 
srow in different regions of the bodv all too 
often heeome pathogenic to the host. Chang- 
es take nlace. the microorganisms take on 


Similar mutations oc- 
when bacteria 


new characteristics. 
eur in reverse procedure 
classed as nathogenic 
sarronhvtes: for example. when immunity 
is acquired to an enidemic of contagious dis- 
ease. There is much to be said in favor of 
the conclusion that the disease under dis- 
eyssion is caused bv pathogenic colon bac- 
li. We have in manv cases a severe in- 
flammation and ulceration of the bowel and 
the nresence of nothing more than the usual 
intestinal flora. Bacteria classed as harm- 
less saprophvtes may cause disease. For ex- 
ample, the Micrococcus catarrhalis is a com- 
mon savrophvte of the respiratory mucous 
membrane and sometimes causes pneumonia, 
ccrehrospinal meningitis and, rarely, endo- 
carditis and sepsis. 

The savrophytes of the normal intestinal 
canal obtain their nourishment from the 
waste nroducts of digestion and the dead, 
cast-off epithelial cells, leaving the normal 
mucous membrane untouched. It has been 
claimed that individual resistance is of 
greater importance than the quality of the 
Invading bacteria. This statement may be 
Modified in the sense that the quality of 


become harmless - 


51 


the bacteria is functionally dependent upon 
the protective quality of the invaded cells. 
In other words, reduced immunity, genera! 
or local, can give rise to pathogenicity in 
bacteria. Deficient protective immunity of 
the intestinal wall can make possible the 
invasion of the cells of the mucous mem- 
brane by an organism usually harmless. In 
general, ‘tissue of reduced vitality will be 
invaded by the ever-present bacteria, just 
as dead cells and dead tissue are invaded— 
with this difference, that the bacteria thern- 
selves may undergo a rapid change in their 
racial characteristics. 

According to Aschoff, deficient local pro- 
tection against bacteria, as well as against 
tumor cells, can have its origin in hereditary 
deficiency of the reticuloiepithelial appara- 
tus. 

The world war period, with its many epi- 
demics of dysentery, drew attention to the 
frequency of ulcerative colitis following 
acute dysentery of specific origin. It is ad- 
mitted’ that such cases, after severai 
months, may lose the original infecting bac- 
terium or ameba and the stool examinations 
and cultures show that colon bacilli have 
become the sole, or predominating, organ- 
isms. 

As a rule, intensive treatment of amebic 
dysentery over a sufficient period of time 
causes the disappearance of the parasite, 
and this is co-incident with a return to nor- 
mal. Many cases, however, are not well 
when the parasites disappear from the 
stocls. There has ben a secondary infection 
of the intestinal mucosa and, on culture, the 
colon bacillus usually dominates the flora. 


DIAGNOSIS 


The onset is ant to be acute and the pa- 
tient attributes his trouble, many times, to 
a cold. Patient Mrs. R. develoved her first 
symptoms during her puerperium. Usually 
there have been recurrent attacks of bowel 
trouble. The stools are increased in fre- 
quency and there is more or less straining 
at stool. Stools contain more or less mucus. 
pus, and blood. In several of my cases the 
stools were literally a puree of pus cells. 

The absence of specific dysenterv bacilli 
in culture is significant, as is also the nega- 
tive history of tuberculosis. 

First place in diagnosis must be given to 
the. use of sigmoidoscope. In the begin- 
ning. there is hyperemia of the rectal mu- 
cosa. Later, there is edema and thickening 
of the mucous membrane, which now bleeds 
readily. Still later, there develop miliary ab- 
scesses in the mucosa. These rupture and -: 
leave numerous yellow spots on the mucous 
membrane which bleed on swabbing. In 
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healing, these minute ulcers leave socklike 
scars which Buie calls “the footprints of 
previous activity.” 

It has not been my good fortune to see 
any cases of non-specific ulcerative colitis in 
the earliest stages, but always later, when 
the swollen and infiltrated mucous mem- 
brane was bathed in secretion containing 
mucus, pus, and blood. The absence of large 
and deep or coalescing ulcers, such as are 
found in amebic colitis, and _ discrete 
punched-out ulcers with healthy areas of 
mucous membrane between, as occur in tu- 
bercular ulceration of the bowel, is signifi- 
cant. 

X-ray examination shows loss of the haus- 
tral markings, often limited to the descend- 
ing sigmoid and part of the transverse colon. 
The margins of the diseased colon may be 
of a “fuzzy” appearance. The affected part 
of the colon appears spastic and rigid, 


Radiograph of colon with ulcerative colitis. 
TREATMENT 
Spontaneous cures may occur in a few 


of the mildest cases. Yeomans’ reported as 


cured or markedly improved, thirty-two of 
fifty-four cases (63.4 per cent). A disease 
causing such a high percentage of death or 
chronic invalidism is deserving of careful 
study. 

Almost every known drug has been used 
by mouth, intravenously, or per rectum. 
Only a few of the most promising can be 
mentioned. 

Bismuth sub-nitrate, kaolin, and tannigen 
fill-a place as astringents and _ bacterial- 
growth-inhibiting agents, but are not cura- 
tive. 

Iodin, in 10 drop doses three times a day, 
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was used by Logan‘ with good results in sev- 
eral cases. I have used it in three cases but 
did not note more than temporary improve- 
ment. 

Mercurochrome. Bassler’ and others have 
had good results with the use of this drug 
intravenously. I have used it in two cases, 
In one of them, there was a sharp reaction 
with no improvement and the drug was not 
repeated. In the second case, a slight sub- 
jective improvement and decrease in the 
number of stools was noted, and, following 
the third injection, a higher fever and in- 
creased number of stools—so the mercuro- 
chrome was discontinued. 

Colon Lavage. This is often. of much help 
in making the patient more comfortable, 
lessening the number of stools, and, if prop. 
erly and cautiously given, is of cuartive 
value. In my experience, a double return 
flow irrigator with a large outlet and reach. 
ing only to the rectal ampulla, is most use- 
ful. A dairy, or bath, thermometer should 
be used to regulate the temperature of the 
water, which should be about 120 degrees 
when it reaches the patient. In my hands, 
normal salt solution, at least three quarts, 
followed by a quart of ichthyol solution (a 
teaspoonful to the quart of normal saline) 
twice a day, has given the best results. 

Vaccine. Quoting Buie’ of the Mayo 
Clinic: “From Feb. 1, 1924, to March 1, 
1926, 132 patients with ulcerative colitis 
have been treated in the Mayo Clinic, using 
the Bargen vaccine and filtrate. Fifty-eight 
of these are clinically well and twelve have 
been under treatment less than a month. In 
seventeen cases, the stools have become nor- 
mal but ulceration of the rectum and sig- 
moid have persisted as revealed by the sig- 
moidoscope. However, the specific chronic 
ulcerative colitis was cured in most of these 
cases and the remaining ulceration was of 
the secondary infective type which requires 
local treatment. Nine patients were classi- 
fied, from their statements and general ob- 
servations, as 50 per cent improved. Eigh- 
teen have not been heard from, and it is 
reasonable to suppose that they are clinical- 
ly well.” 

Grossfeld and others have used, with very 
good success, an autogenous vaccine pre 
pared from the stool of the patient, contain- 
ing colon bacilli and such accidentals as may 
occur. 

Vaccine therapy has for its object the 
raising of the resistance of organs with low- 
ered resistance, by the use of specific er 
terovaccines made from the bacterial flora 


number of dead bacteria given that the ir 
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fecting bacteria are more or less paralyzed 
and the resistance of the patient increased. 
Grossfeld’ states that too small doses may 
have the opposite effect. In cases free from 
fever, the dose must be high, but the results 
here of vaccine therapy are especially good. 
He begins with a vaccine of 100,000,000 
dead bacteria per c.c. with .5 per cent car- 
bolic acid added, giving one c.c., then two 
and three, subcutaneously, at intervals which 
depend upon the disappearance of the gen- 
eral reaction following the doses given, 
usually, from three to six days apart. He 
then goes to a stronger vaccine, with 1.000,- 
000,000 bacteria per c.c., and gives doses 
similar to the above. When, in the course 
of the treatment, the reactions are absent 
or slight, and the results with reference to 
the control of the symptoms not good, he 
considers it of great importacne to give in- 
tramuscular milk injections. This is done 
to produce a sensitization, after which the 
vaccines produce a more marked effect. The 
milk injection can he repeated from time 
to time. In the most typical cases, the treat- 
ment may be continued for two months 
without exhausting the immunizing possi- 
bility of the vaccine. In other cases the 
vaccine may be repeated after an interval. 

Cecosnetomy, appendicostomy and _ ileos- 
tomy, are all done in stubborn cases and 
sometimes with marked relief. The choice 
of operation depends rather upon what is to 
be accomplished. For irrigation, cecostomy 
or appendicostomy may be done. For drain- 
age and relief of the colon of irritating in- 
testinal contents, the ileostomy is best. It 
should be borne in mind that the contents 
of the cecum in these cases has as much 
enzyme activity as the duodenal contents’. 
For this reason there may be serious necro- 
sis and sloughing of the operation wound 
in some cases. 

Diet. A diet which produces putrefaction 
is prefererd to one which produces fer- 
mentation. There always exists a great 
amount of putrefaction which comes from 
the bacterial products of inflammation. A 
vegetable diet is contra-indicated on account 
of the irritating substances which many 
vegetables contain. Vegetable remnants are 
irritating to the diseased intestine. 

The stool of a patient on a meat diet is 
one-third as great as when the patient is 
on a mixed diet. The antiscorbutic quali- 
‘ies of orange juice and tomato juice and 
<reen vegetable soups should be made use 
‘f. Meat can be taken in the form of rare 
scraped beef patties, beef juice made- from 
broiled steak. Sometimes well prepared fish 
agrees. In many cases milk is not well 
»orne. Eggs may be used in the diet, espe- 
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cially in made dishes and custards, ome- 
lettes, etc. Well browned toast of white 
bread and well cooked fine cereal may be 
used. 


During the past four years I have seen 
seven cases of non-svecific ulcerative colitis. 
Cases 5 and 6 lived out of town and were 
treated onlv a few days, returning home un- 
improved. It would not be fair to include 
them in this analysis. 

Case 1. Mr. B. Made no improvement until af- 
ter an appendicostomy by Dr. John A. Hardy. Slow 
gains were then made and he continued his treat- 
ment after returning home. In spite of poverty and 
poor surroundings he made a good, but very slow, 
recovery. No vaccine was used. He has been well 
for two years. sf tas ‘ 

Case 2. Mrs. J. Secondary to amebic infection; 
had, besides the routine medical treatment, colon 
lavage and direct local treatment and the Bargen 
autogenous vaccine. She made good recovery. 

Case 3. Mrs. F., and Case 4, Mrs. R. had auto- 
genous vaccine with colon bacilli predominating. 
Both recovered. 

All three of these cases made improve- 
ment prior to the use of the vaccine, but im- 
provement was more rapid after its use. All 
of the ahove cases were of very severe 
grade. Case 1 was of three years standing; 
Case 2, one and one-half years; Case 8, 
three months: Case 4. six months, this pa- 
tient had been treated in a Chicago hos- 
pital bv a verv competent man and had been 
told that she had a tubercular colitis. 

Case 7. Mrs. M. was under my treatment for 
three months. She was a very severe case with 
twenty to thirty stools a day of almost pure pus. 
She was emaciated, weak and very anemic. Ap- 
pendicostomy, autogenous vaccine, foreign protein, 
mercurochrome blood transfusions, and good routine 
helped, if at all, only temporarily, and she died 
from inanition and septicemia. : 

In cases 3, 4, and 7 the Bargen’s diplo- 
coccus was not isolated. 

Of the five cases treated, four recovered 
—one died. 


CONCLUSIONS 


Non-specific ulcerative colitis may be 
caused by pathogenic colon bacilli. Further 
study with Bargen’s technic needs to be 
done before we can accept his diplococcus 
as being the specific cause. 

Great patience and much judgment must 
be used in applying routine treatment in or- 
der that cell resistance not be lowered. 
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DELIRUM CORDIS—Auricular F ‘brillation 
G. WERLEY, M. D. 
El Paso, Texas. 
Read before the Pecos Valley Medical Society 
Dec. 12, 1927, and before the El Paso County Medi- 
cal Society Jan. 28, 1928. 


1. Thirty-two years ago, I saw a man 
of 70 years in a heart attack. He had be- 
come suddenly prostrated and was in great 
distress. The heart was very rapid and 
tumultuous, the sounds were now feeble, 
now slow, with now an alarmingly long 
pause, now pounding and loud, a jumble of 
sound and agitation—a true delirium cordis. 
I stayed all night and plied him with strych- 
nine, nitroglycerine, morphine and atro- 
pine, ammonia, enemas, and many other 
potent remedies. Next morning he was 
better. Indeed, his pulse was quite regular 
and normal. Twenty years later I discover- 
ed that my case had been one of paroxysmal 
ouricular fibrillation—a rather harmless but 
disturbing affection—and that old man 
Smith would in all probability have recov- 
ered had I gone to bed early and got up late 
on that eventful night. 

About 50 per cent of all cases of auricular 
fibrillation are paroxysmal and transient. 
A knowledge of the natural history of the 
disease would have saved much good medi- 
cine and wasted activity. When one is 
short on diagnosis he is apt to be long on 
treatment. 

2. J. B., a merchant, aged 58 years, had 
paroxysmal tachycardia for a long time. 
Finally, in the summer of 1914, his heart 
began to fibrillate and has continued to do 
so for almost fourteen years. His pulse 
is generally from 70 to 80 per minute, 
while the heart is 90 or more and absolute- 
ly irregular. The heart is considerably hy- 
pertrophied and dilated. The valves are 
normal. The electro-cardiogram shows 
slight spreading of Q. R. S. T is upward 
in all leads. He spends his vacations at an 
elevation of 9000 feet and experiences only 
slight dizziness and shortness of breath 
which passes off after a few days. He takes 
no medicine. 

Not many cases of permanent fibrillation 
live fourteen years. MacKenzie had a 
case that lived sixteen years. A very few 
have lived twenty years or more. Most 
cases of fibrillation have a badly damaged 
heart is sound otherwise, auricular fibrilla- 
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tion need not shorten life very much. Dis- 
eased auricles are not so serious if the ven- 
tricles are sound. The auricles play very 
little part in moving the blood onward. 
Their main function is as bags to hold the 
blood before it goes to the ventricles. There 
are two factors that have enabled J. B. to 
live in comparative comfort for fourteen 
years with his fibrillation: First, a relative- 
ly healthy ventricular muscle; and second, 
the slow rate of his heart. Most cases 
need digitalis to control the rapid and tu- 
multuous heart action. The next case illus- 
trates this fact. 

3. E. D., banker, aged 53 years, was re- 
jected for life insurance, when 20 years of 
age, on account of heart disease. However, 
he enjoyed fair health until two years ago. 
At that time he had a loud systolic murmur 
at the apex and a mid-diastolic rumble. The 
heart was hypertrophied and dilated, ab- 
solutely irrerular, and 150 per minute, the 
pulse 80. The liver was easily palpable 
and the feet edematous. He had marked 
dyspnea and had to quit work. 

He was put at rest and given powdered 
digitalis, 45 grains daily. His condition im- 
proved quite rapidly. The heart became 
much more regular and by constant use of 
digitalis he was enabled to resume his work. 
At the end of three months his heart rate 
was 78, pulse 70, edema and swelling of the 
liver gone, no dyspnea even on considerable 
exertion. He now wanted to quit taking 
medicine. He believed he could control his 
heart by Christian Science. After much 
effort to convince him to the contrary, I 
finally consented, knowing that experience 
is the best teacher. He went to the moun- 
tains and stopped his digitalis. He had great 
success for two weeks; then his faith was 
disturbed. Returning dyspnea, palpitation 
and edema got beyond his control. There 
was an error somewhere. Since then he has 
taken digitalis and faith together. The 
combination has worked admirably. 

This case is quite different from that of 
J. B. Mitral stenosis means rheumatism. 
Rheumatism not only affects the endocar- 
dium; it damages the heart muscles. As- 
choff bodies fill the heart muscle, especially 
the subendocardial layers. E. D. had his 
rheumatic heart for over twenty years be- 
fore fibrillation set in. His heart rate was 
rapid. Many beats were feeble and inef- 
ficient. Out of 150 beats per minute, 70 
were wasted because they were too weak to 
open the aortic valves. Digitalis corrected 
this,. reduced the heart rate to 78, and the 
pulse to 70—a pulse deficit of only eight. 
Not only that, but the beats became more 
efficient because there was more time for 
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rest. Such a heart needs digatalis con- 
stantly. It saves life, it prolongs life. It 
puts the cripple back to his work. 

4. C. L., dental laboratory man, aged 35 
years, had chorea at 8 years. At 14 years, 
after violent exercise, his heart suddenly 
became very rapid and irregular. The spell 
soon stopped as suddenly as it came. During 
the next fifteen or twenty years he had 
three or four similar attacks, generally 
brought on by violent exertion, such as 
wrestling. Strangely, once he stopped an 
attack by running very fast, he says. 

His aortic arch is four centimeters wide. 
The right border of the heart is four centi- 
meters from the midline, the left eleven 
centimeters from the midline. There is a 
loud systolic murmur at the apex and a 
mid-diastolic rumble. No cyanosis, no 
edema. 

I first saw this patient December 12, 
1925. At that time his heart had been 
fibrillating for three months. It resumed 
the normal sinus rhythm after taking 56 
grains of quinidine sulphate in the course 
of sixty hours. The drug was continued in 


3 crain doses twice daily, and he had no 
more fibrillation until July 4, 1927. At that 
time he went trout fishing in the moun- 


tains. He had walked two miles up stream 
and reached an elevation of 8000 feet, when 
he got very weak and the “color of liver,” 
and the heart action became rapid and ir- 
regular. I saw him on the sixth. He 
was put on digitalis until the circulation im- 
proved, and then on quinidine as before. It 
caused some nausea, weakness and dizzi- 
ness, but on July 26th the heart resumed 
its normal rhythm, and he felt much bet- 
ter. During the latter part of August, 
while driving a car, something went wrong. 
he got angry and his heart “went off the 
track again.” Since then we have been un- 
able to get it back to the normal rhythm. 
Proper digitalization has enabled him to re- 
sume his work. 

I have seen several cases of fibrillation 
brought on by altitude. Overeating, over- 
exertion and excitement also often precipi- 
tate attacks. 

This case illustrates very well the ten- 
dency of paroxysmal fibrillation to become 
permanent, although -it may take many 
years. It also shows that success with 
quinidine in restoring normal rhythm de- 
pends upon the condition of the heart mus- 
cle. When heart failure has reached a 
certain point quinidine is useless, or, if 
Sinus rhythm is restored, it will be of 
short duration. Digitalis is the most effi- 
cient remedy in most cases. 

What is the prognosis in this case? I 


ty drops three times a day, nearly 
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believe that, with proper care and the con- 
tinuous use of digitalis, he may live many 
years. I have cases much older, who were 
disabled and dropsical, restored to useful- 
ness for from three to five years. 

Mitral stenosis is associated with the ma- 
jority of cases of fibrillation. The next 
most common associates are coronary scler- 
osis, - “myocarditis,” with hyperthyroidism 
probably next. In every case of fibrillation 
one should examine the thyroid. Among 
207 heart cases seen at the city-county. 
clinic, there were seventeen cases of auri- 
cular fibrillation, nearly all with mitral 
stenosis. Among fifteen cases of hyperthy- 
roidism there were five with permanent fib- 
rillation. 

5. J. W.; real estate man, aged 53 years, 
was first seen December 31, 1925. He com- 
plained of sore mouth, weakness, emaciation 
and nervousness. The bowels were consti- 
pated and the appetite very poor. He had 
lost sixty-nine pounds in the last three 
months. He said that on four or five oc- 
casions during the previous ten years he 
had similar symptoms, but soon recovered. 
He thinks this attack was brought on by 
worry. 

His tongue was coated and painful; con- 
siderable pyorrhea. He looked pale and 
weak. The hands showed marked tremor 
and he was very restless. The pulse was 
absolutely irregular and about 100, while 
the heart action was. tumultuous and 150 
per minute. The heart examination was 
negative except for slight hypertrophy of 
the left ventricle. The blood pressure was 
90-72. Urine was normal; Wassermann neg- 
ative. His condition suggested pellagra. 

This patient was put on digitalis and 
quinidine. He grew steadily worse. In 
April, 1926, it was noticed that he had a 
small goitre. The eyes were prominent and 
he had Von Graefe’s sign. He was put on 
Lugol’s solution of iodine and improved at 
once. He gained rapidly in strength, appe- 
tite returned, the sore mouth disappeared, 
the blood pressure rose to 128-82, and his 
weight increased fourteen pounds. June 28, 
1928, he had very little tremor, the pulse . 
was 96, and he was at work. At first he 
had occasional fibrillation, but for several 
months it has been permanent. However, 
since he has been on iodine, digitalis con- 
— has pulse rate much better than be- 
ore. 

I advised x-ray treatment for the goitre, 
but it was never given. It is said that after 
operation fibrillation is more easily control- 
led by quinidine. We have had our cases at 
the clinic on Lugol’s solution, ten to twen- 
two 
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years... All have been greatly benefited but 
in no case has normal rhythm been re- 
stored... We have not tried large doses of 
quinidine in this type of cases at the clinic. 
All have been ambulatory and at work. 

Auricular fibrillation constitutes a large 
part of heart practice. Lewis says that 60 
per cent of all heart cases coming to hos- 
pitals are fibrillating. Its treatment is most 
satisfactory. Often these patients are res- 
cued from death’s door and restored to use- 
fulness for many years. 

However, sudden death is a not uncom- 
mon termination. This should be well un- 
derstood so that our remedies may not be 
blamed for the result. 

6. L. B., school teacher, aged 48 years, 
had inflammatory rheumatism at 14 years 
and several recurrences since then. Decem- 
ber. 7, 1924, while at the telephone, her 
legs suddenly gave way and she fell to the 
floor, Both legs were very painful. She 
was seen by a physician who thought she 
was hysterical and wanted morphine, as she 
had formerly been an addict. Later she 
called another physician. At this time the 
left foot was cold and the sole of the foot 
black. The right leg had somewhat recov- 
ered. Gangrene was evident in the left. I 
saw her December 12. The heart action was 
tumultuous and absolutely irregular, 1590 
and more per minute. There was a systolic 
murmur at the apex, and a loud, rumbling 
diastolic murmur. The heart was hypertro- 
phied and dilated. Temperature, 99 to 102 
F. The gangrene of the leg spread to the 
knee. She was rapidly digitalized and the 
pulse slowed to 80. Blood pressure 120-80. 

On December 21, a thigh amputation was 
done under spinal anesthesia and morphine, 
by Drs. Crouse and Pickett. She slept dur- 
ing the operation and no changes were no- 
ticed in the circulation. At the end of two 
weeks she was in very good condition and 
apparently making a good recovery. While 
talking to her brother, she felt queer and 
said: “I feel as though something terrible 
is going to happen.” Immediately the other 
leg became paralyzed and painful, and fin- 
ally gangrenous. The pulse rose to 160, 
but was again brought to 90 by very large 
doses of digitalis. She died on January 14, 
1925. The antemortem diagnosis was au- 
ricular fibrillation, mitral stenosis, ulcer- 
ative endocarditis, hypostatic pneumonia, 
embolism of both femoral arteries. 

Postmortem by Dr. W. W. Waite: “The 
heart is considerably enlarged, and all 
chambers filled with organized blood clot. 
These clots extend’ into the pulmonary ar- 
teries and the aorta. At the bifurcation of 
the *aorta was a riding thrombus appar- 


’ to heart block. 
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ently unattached. Both common iliacs are 
almost obliterated by thrombi, and the fem- 
oral veins are also thrombosed. The kid- 
neys contain numerous depressions whicli 
may be due to infarcts.” 

Thrombosis is quite common in auricu- 
lar fibrillation. Thrombi are particularly 
apt to form in the left auricular appendix, 
owing to the inefficient contraction of: the 
auricles. These, of course, may break loose 
at any time. When normal rhythm is re- 
stored by quinidine or otherwise, they are 
apt to be forced out and embolism results. 
In the case reported the heart was probably 
fibrillating when embolism occurred. J 
have seen a very similar accident in a wo 
man of 56 with auricular fibrillation due to 
goitre. A woman of 51 years, under my 
care at present for auricular fibrillation and 
mitral stenosis, has just suffered an at- ' 
tack of hemiplegia, in all probability due to 
embolism. 

The second point of interest is that Mrs. 
L. B. withstood amputation without inci- 
dent. Apparently the ventricular muscle 
was in good condition. I do not believe 
that auricular fibrillation contraindicates 
operation, unless there are marked signs of 
heart failure, such as cyanosis, edema, swol- 
len liver, and dyspnea. The mere presence 
of an irregular pulse may be of little signi- 
ficance. 

Third, riding thrombus is very unusual. 
Only a very few cases have been reported 
in the literature. 

I have seen several other sudden deaths 
during auricular fibrillaiton, apparently due 
In one case the heart had 
been slowed to 40 with digitalis, and this 
may have influenced the fatal result. 

SUMMARY 

Auricular fibrillation is a very common 
cardiac ailment. It may be paroxysmal or 
permanent. The diagnosis is generally very 
readily made.- Most cases occur in rheu- 
matic heart, especially mitral stenosis. It is 
a common occurrence in coronary sclerosis, 
chronic myocarditis, and very often in hy- 
perthyroidism. The danger of sudden death 
from embolism or heart block is always to 
be kept in mind. The proper use of digi- 
talis and quinidine often produces brilliant 
results, and prolongs life and efficiency for 
many years. Cases have been presented il- 
lustrating these points. 


DISCUSSION 
MAJOR HAIG, M.C., US.A.: I think Dr. Wer- 
ley’s paper is an excellent one. All I can do is 
to compliment him on presenting the subject in 
such a very clear, interesting way. I remember 
one case we had at Beaumont Hospital, which was 
seen by Major Scott, where the pulse rate was as 


That threw us off. When the elec: — 


slow as 60. 


tro-cardiogram was taken, it showed no _ pre- 
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mature fibrillation. The man, apparently in good 
health had had rheumatic fever which evidently 
damaged his conductive system. 

Just this last month we were called to examine 
some officers sent up for physical examination. 
In one case the heart was irregular, so a tracing 
was taken which showed it to be auricular fib- 
riillation. I took another tracing on the following 
day, when there was no fibrillation and could not 
find anything abnormal that would give a line 
on the cause of the intermittent. attacks. 

There are just these two points which I should 
like to stress: : 

1. That paroxysms may come and may go; may 
last for a few -minutes, or last for days, months, 
or years; may be associated with marked symp- 
toms, or may not be associated with any defi- 
nite symptoms. 

2. That paroxysmal fibrillation, and fibrillation 
which is not paroxysmal but is permanent, do oc- 
cur in hearts that are badly damaged. Symptoms 
come through the cardiac failure and hearts that 
are badly damaged give signs of cardiac failure 
and will also show symptoms with or without fib- 
rillation. 

In an article in the British Medical Journal, the 
point was brought out that auricular fibrillation 
was a disability which was compensable, in con- 
nection with the employee’s liability compensation. 
One of the cases reported was that of a man who 
had received a shock with electricity, approxi- 
mately 250 volts, which so affected his heart as 
to cause fibrillation. Other cases cited were of 
men subjected to undue violence in connection 
with their occupations. Claims for compensation 
have been built up on the basis of auricular fib- 
rillation, traumatic in origin, due to violence in 
connection with certain work. 

I enjoyed Dr. Werley’s paper very much. 


oO 
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A DISCUSSION OF CATARACT 


W. E. VANDEVERE .M. D. 
El Paso, Texas 


Read before the El Paso County Medical Soci- 
ety, November, 1927. 

A paper of this sort must necessarily be 
too short to cover the subject in detail, but 
I shall attempt to present some of the more 
salient features. 





HISTORY 

Cataract has been defined as any opacity 
of the lens or its capsule. This condition 
was well known to the ancient Greek and 
Roman physicians, who operated by displac- 
ing the opaque lens into the vitreous by 
means of a needle. The nature of the dis- 
ease was not understood, however, as they 
believed the opacity to be in front of the 
lens, and that it was a pouring down of an 
Opaque substance between the iris and the 
lens; hence, the name cataract. The lens 
was thought to be the seat of vision and 
the perceptive organ, instead of the retina 
as we know today. 

The true nature of cataract was not ac- 
cepted until the early part of the eigh- 
teenth century. In 1705, Brisseau of France 
depressed a cataract in a cadaver and, when 
he opened the eye, found that the opacity 
was in the lens itself. His observations ob- 
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tained no credence before the French Acad- 
emy and it was three years later before his 
work was generally accepted. 

ANATOMY AND PHYSIOLOGY 

In its normal condition the lens is a trans- 
parent biconvex body measuring nine to 
ten millimeters in diameter and four milli- 
meters in thickness. It is enclosed in its 
capsule and attached at its circumference to 
the ciliary muscle through the suspensory 
ligament. The lens lies just posterior to the 
iris and rests in a depression in the vit- 
reous—the fossa hyaloidea. The lens exerts 
considerable influence on rays of light, con- 
verging them so as to make them come to 
a focus on the retina. 

TYPES OF CATARACT 

For practical purposes cataracts may be 
divided into four classes: 

1. The congenital cataract, frequently 
occurring from no known cause, usually af- 
fecting both eyes; partial and stationary, as 
a rule. The zonular cataract, in which there 
is seen a central clear area surrounded by 
an opaque zone, is a typical congenital cat- 
aract and is thought to be due to a deficien- 
cy of the parathyroid giands. Cataract may 
develop from injury at time of birth. A pos- 
terior polar cataract is often due to remains 
of the hyaloid canal. 

2. Traumatic cataract develops from an 
injury which may or may not perforate the 
eye. Any injury that ruptures the capsule 
of the lens and allows the lens fibres to 
come in contact with the aqueous, is likely 
to produce a cataract in a very short time. 
Many injuries, such as a blow in the eye 
with a blunt object, cause cataract to de- 
velop through the rupture or disturbance of 
the lymph circulation to the lens. Such a 
cataract may take two or more years to 
reach maturity. Cataracts resulting from 
electrical shock usually require months or 
years to develop. 


3. Cataracts secondary to other diseases 
are common and present the most difficult 
type to manage. Of systemic causative fac- 
tors, diabetes ranks highest with nephritis 
and gout an occasional factor. Diseases of 
the eye itself most often followed by cat- 
aract are: iridocyclitis, choroiditis, corneal 
ulcers, glaucoma and detachment of the ret- 
ina. 


4. The senile is the most common form 
of cataract and generally appears after the 
fiftieth year. Both eyes are involved, as 
a rule, and the opacity appears as striae 
radiating from the periphery towards the 
center (cortical cataract) or as an opacity 
in the center (nuclear cataract). The corti- 
cal cataract is grey in appearance while the 
nuclear variety appears brown or black. 
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There are several stages in the progress of 
senile cataract. (a) The incipient stage in 
which there are a few opacities in the lens, 
which, if located in the center, may greatly 
disturb the vision. This stage may last 
over a period of many years. It is best to 
tell the patient that his eyes should be 
watched, as he has some opacities in the 
lens, rather than say that he has incipient 
cataract, because the mere mention of cat- 
aract is enough to throw some patients in- 
to a nervous fit and cause the rest of their 
‘lives to be spent in misery waiting for blind- 
ness. (b) Next comes the stage of swelling, 
in which the lens absorbs water. The an- 
terior chamber becomes shallow and the iris 
shadow is seen penetrating the depth of the 
lens. The eye becomes more myopic in this 
stage because of the thickened lens and oft- 
en the patient is able to lay aside his read- 
ing glasses and is said to have regained his 
“second sight.” Credit for such a feat may 
be given to the chiropractor, Christian Sci- 
ence, catnip tea, or simply a rabbit’s left 
hind foot and everyone is happy, for, al- 
though the patient has regained his “second 
sight,” neither he nor his friends realize 
that his vision is much less acute because 
of the opacities in the lens. (c) If the cat- 
aract is allowed to remain, it reaches the 
hypermature stage, in which the lens be- 
comes a homogeneous milky mass, the sus- 
pensory ligament becomes stretched; and it 
is here again that so-called miracles hap- 
pen. Any severe jar, such as a fall or jump, 
might be sufficient to break loose the at- 
tachment of the lens to the suspensory liga- 
ment, the cataract falling back into the vit- 
reous and a clear pupil resulting with vision. 
Such a procedure is not to be recommended, 
however, as glaucoma or other intraoculor 
disturbances invariably occur, resulting in 
loss of the eye and endangering the other 
through sympathetic ophthalmia. 
TREATMENT 

If the cataract is seen in its incipiency, it 
is very probable that the maturing process 
can be delayed. Locally dionin and other 
irritants, as subconjunctival injections of 
mercury, are recommended. X-ray, radium. 
electricity and lens antigen have had en- 
‘ thusiastic supporters. But the chances are 
that the greatest dependence to be placed 
in therapeutic lines, rests in avoidance of 
eye strain by proper change of glasses when 
required, good illumination, limited periods 
of, and proper distance for, near work, pre- 
servation of good general health and nutri- 
tion, and by careful treatment of any ocu- 
lar disease, especially inflammations of the 
uveal tract.- When vision has been reduced 
to .4 in the better eye, or when the vision 
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has been reduced to such an extent that the 
patient can no longer carry on his occupa- 
tion, the cataract should be extracted un- 
less there exists some definite contraindica- 
tion. 
OPERATIVE PROCEDURES 

In the polar cataracts of children, there 
are times when an optical iridectomy is the 
procedure of choice. In others, artificial 
ripening by stroking the lens direct or 
through the cornea, is resorted to. How- 
ever, most cataracts in patients under fif- 
teen years of age are best treated by dis- 
cission or needling of the lens. The pupil is 
dilated and general anesthesia is used in the 
very young, and local in older children. The 
needle knife is passed through the periphery 
of the cornea and one or two cuts are made 
in the capsule of the lens. The process is 
repeated two or three times, at intervals of 
several weeks, until the lens matter has 
been absorbed. 


Cataract extraction is most often done in 
senile cataracts. A careful examination is 
made to determine the presence or absence 
of intraocular disease. The pupils are di- 
lated to see if there are adhesions between 
the iris and lens and to study the details of 
the cataract at the periphery. Light percep- 
tion as well as projection—the ability to see 
a light from any direction when looking 
straight forward—must be good. This test 
tells us whether or not we are to expect . 
satisfactory vision’ after operation. Age is 
no contraindication to operation, as several 
cases have been reported of successful op- 
erations in patients one hundred and one 
years of age. I had a very satisfactory re- 
sult, a few months ago, with a patient one 
hundred years old. There must be no in- 
flammatory condition in the conjunctivae 
or lacrimal sac. If a chronic dacryocystitis 
exists, the lacrimal sac must be removed 
before operation. The teeth, tonsils and 
sinuses must be carefully examined and 
properly cared for, as well as any other pos- 
sible focus of infection. A urinalysis and 
Wassermann test are made and a smear and 
culture taken from the conjunctivae the 
day before operation. A 2 per cent solution 
of mercurochrome is dropped into the eye 
three times the day before and the morn- 
ing of the operation. The patient is pre- 
pared as for any major operation. A hypo- 
dermic of 14 grain morphin and 1/150 grain 
atropin is given three-quarters of an hour 
before operation. When the patient reaches 
the operating table, the eye and face are 
washed with soap and water followed by ir- 
rigation of the eye with 1-6000 bichloride 
solution. A 4 per cent solution of cocaine is 
dropped in the eye three or four times at 
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intervals of five minutes. An injection of 
2 per cent solution of novocain is made back 
of the eye ball as near the ciliary ganglion 
as possible. This insures p2rfect anesthesia. 
Novocain is also injected in the outer angle 
of the eyeilds so as to relax the orbicularis 
muscle and thus prevent squeezing of the 
eye. A sharp knife is essential and a new 
one should be used for each operation. The 
knife is carried through the cornea near 
the periphery just above the horizontal 
meridian and emerges at a ‘corresponding 
point on the opposite side. The section is 
completed by two or three to-and-fro move- 
ments, cutting upward in the same plane 
and anter or to the iris. A small iridectomy 
is done upward and outward, the lens cap- 
sule is ruptured and the cataractous lens is 
gently pressed out, great care being taken 
that no unnecessary pressure is made on 
the eye for fear of losing vitreous. If par- 
ticles of lens material are left, this can be 


removed by irrigatiny with normal saline so-. 


lution. The eye is gently closed and a light 
gauze dressing applied, over which an alum- 
inum shield is placed. The patient is lifted 
to the cart and to his bed, not even allow- 
ing him to raise his head. He is kept flat 
on his back the first twenty-four hours, 
when the dressing is changed. If the an- 
terior chamber has reformed and the con- 
dition of his eye is satisfactory otherwise, 
he is allowed to turn from side to side dur- 
ing the next twenty-four hours. After that 
he is allowed to get out of bed when neces- 
sary. The dressing is changed each day 
and the patient is’ generally able to leave 
the hospital about one week after operation. 
Six weeks after operation the eye may be 
tested for glasses. If the proper care is tak- 
en in the selection and preparation of the 
patients, 95 per cent of the operations 
should be successful and most patients 
should obtain vision that ranges from .7 to 
normal, when properly selected glasses are 
given them. 





THE FUTURE OF MEDICINE 
President’s Address, Maricopa County Medical So- 
ciety, February 6, 1928. 

R. J. STROUD, M. D. 

Tempe, Ariz. 

In accordance with the announced sub- 
ject for the evening, my paper will take up 
the economic phase of the future of medi- 
cine, 

It is a truism that humans progress, and 
that, once a step forward is taken, the new 
relationship is kept, never to be lost by 
return. 

Medicine is no exception to the rule. The 
profession as a body may hardly be aware 
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of the changes taking place and only when 
new socia! relationships are encountered do 
we pause for a short time to take stock ot 
what we have failed to do to prevent in- 
roads by laymen into our sphere. 

With the World War, the putting away 
of the old black bag became a necessity, 
for a large part of the male population was 
directly brought into contact with the best 
in mediciine, and learned good care with 
fewer drugs and more hospitalization. A 
good many learned how to live as do our 
arrested cases of. tuberculosis who have 
had the benefit of sanitarium treatment. I 
do not decry the black bag stage; it was a 
necessary part of the armentarium of the 
old doctor, and a part of him, in fact. But 
with the putting away of this symbol, we 
still have retained some of the old thoughts 
of the “doctor,” which are now as far 
away from medicine as can be. Why we 
still retain the attitude, we do not know, 
but the public has changed with the world 
and it will never return to give the homage 
and reverence to the “old doctor” that was 
once part of us. We are clinging to some 
peculiar idealisms that should be ours, but 
we forget that the public mind is being cul- 
tivated away from the change. The old 
doctor was the most cherished man of his 
community. In dignity, service and high- 
mindedness, none were his equal. His lack 
of training was made up by his general 
knowledge of the families under his care. 
His wisdom and his retention of confi- 
dences were an axiom, and others patterned 
their lives after his. But with it all, his 
patients treated him as a machine, and as 
a poorly paid machine. He died, leaving a 
wonderful memory. Rich and poor followed 
his bier, but his widow was destitute or 
perhaps in debt. His office expense was 
small and he slept at any home where he 
happened to be. But, above all, he, and he 
alone, was the teacher of health. True, he 
had competition with advertised proprietary 
medicines, of which every grocery kept a 
supply, as well as opiates, but when they, 
his people, were sick, the old doctor would 
sooner or later visit the home, and pay a 
friendly visit besides, discussing health. 


Today, we stiil cling to the older things 
and with some few we are held still in rev- 
erence, but with the great majority a doc- 
tor is just a doctor, or else he is a special- 
ist. To have grown away from just a doc- 
tor to the specialist who is reputed to look 
after his pocketbook as well as his particu- 
lar field, has become common. But the pub- 
lic is willirig to pay the price if it gets ser- 
vice. The big thing is, that it does not 
distinguish between specialists. A patient 
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of mine had headaches, was nervous and 
had a peculiar twitching of the eyes. I 
went over him thoroughly and found that 
his eyes must be the cause. He told me 
he had been going-to a specialist for three 
months without avail and that it must be 
something else. On his naming the special- 
ist, I found he had been going to an optom- 
etrist. I referred him to an opthalmolo- 
gist and he was fitted with glasses. Today 
he is well and thankful. But he did not 
know the difference between so-called spec- 
ialists; yet he is a very successful young 
business man. And still, it is reported that 
some of us in this society refer men away 
from regular medicine, to optometrists, os- 
teopaths and chiropractors. In fact, one of 
the companies writing accident insurance 
told me of such references when the sur- 
geon in charge could not help the patient 
Surely we cannot expect the pub- 
lic to distinguish between “doctors” and 
doctors, when we make no distinction. Is 
it only because of the criticism of our fel- 
lows that we do not refer our own families 
to irregulars, or because we think there are 
enough men in the regular practice to care 
for our wants? Are some patients, then, 
referred to irregulars for reciprocation? Or 
is the regular profession unwilling, because 


of its egotism, to refer a case to another 
member because the next man may have 
success with it or the case may get well in 
spite of the two of them and the last man 


get the credit? These questions have to 
be answered in the future if medicine shall 
live on its high plane, and they had better 
be answered now. So-called leagues for med- 
ical freedom abound all about us, aided 
and abetted by the irregulars to whom some 
of us wittingly send patients. Are we 
going to let petty jealousy within our ranks 
so undermine us that we prefer references 
to quacks who may reciprocate, rather than 
to regular men? I would not speak of this 
topic if I had: not had concrete evidence 
from personal inquiry that such was the 
case. 

Let me touch for a while on the “Free 
Clinic.” Aside from the fact of anything 
else, the regulars still are the only ones 
who give the poor the advantage of a free 
clinic, build hospitals, and take care of the 
10 per cent of desperate cases which do not 
get well in spite of any form of unscientific 
treatment. But here, again, we allow our- 
Selves to be cheated out of moneys that be- 
long to us because we do not care only for 
the poor at the clinics. In a recent A.M.A. 
Bulletin, one of the county societies re- 
ported a form which did away with much of 
the evil by accepting only those cases who 
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had a paper signed by the family physician 
stating that they were indigent and needed 
care. If a tonsillectomy is to be performed 
on a child, there is a paper signed by the 
parents, giving consent to the operation. 
This evil is not a big city one. It is right 
here. Through a misguided philanthropy, 
some individuals are actually perniciously 
active in finding for our own free clinics, 
cases of tonsils who can afford to pay the 
maximum fee for this work. I would like 
to see this society adopt measures to stop 
this activity. Not only that, but the spec- 
ialist doing the work has the cases brought 
to him, diagnosed by a layman as tonsils 
needing enucleation, and he does it. Do 
you get the trend? Our specialists as me- 
chanics for the pernicious layman. It 
amounts to that, does it not, for I have nev- 
er had a case come to my notice that was 
turned down. This is putting the case 
bluntly, but in larger centers provision is 
made, at so-called free clinics, which pre- 
supposes those unable to pay, for more 
and more parking space and officers are 
designated to care for the cars of the poor 
to prevent quarrels over parking space. 
These cars are not given them, nor are 
their groceries, but the physician gladly ad- 
vertises the fact that his work is worth 
very little. When these patients afterward 
go to a physician’s private office, the idea 
is to get away from paying. And remem- 
ber, more and more patients are treated at 
the free clinics every year, as somebody 
must show an_ increase in all American 
business. And this in a country where ev- 
ery fifth person, or almost every house- 
holder, has an automobile. 

We turn now to Workmen’s Compensa- 
tion Laws and the relation of them to the 
profession. In our own case, fees inade- 
quate for good service without padding, 
were offered and certain dictations were 
laid down to us by laymen, even as to 
what operations were to be done (and by 
whom, almost). Some of these were cor- 
rected and we are now satisfied with fees 
given, as there is no loss of accounts. But 
the dictation of medical fees by outsiders 
is still with us, and the independent com- 
panies writing this kind of insurance fall 
into line with the dictation. Some time or 
other, all of us have had, or will get into, 
a controversy with these companies con- 
cerning interpretation of fees. Neverthe- 
less, we have retrenched from being an in- 
dependent body. It is said that, in some 
states, padding and the handling of office 
dressings by nurses is common. 

Industrial surgery has become a big fac- 
tor in American life during the past ten or 
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fifteen years and is a special branch of the 
American Medical Association. This is, 
perhaps, the highest form of agreement of 
medical men with a corporate body, where 
good surroundings are given, equipment is 
of the best, and comparatively high wages 
are given to medical men. We are, in this 
state, very conscious of this fact and a 
goodly share of our medical men here have 
been trained in this work. When we relate 
this to railroads, mines, oil companies, wa- 
ter and power companies, factories and va- 
rious other pursuits, it is indeed a factor in 
our medical life. If state medicine could be 
based on this style, we should. be, probably, 
an adequately paid profession, as the ideals 
of the men governing these companies are 
of the highest. 


Life insurance companies give fees for 
work done at their own price. Collections 
are 100 per cent. But it is only a _ short 
time ago that one of the largest writers 
of insurance gave a $3.00 fee for an ex- 
amination which takes 45 minutes to do 
properly. In Canada, the doctors asked 
$10 for these examinations, which was 
answered by the companies by not - having 
any examination for policies under $5,000, 
a" on good lookouts who report for 
1.00. 


Parent-Teachers’ associations ask phy- 
sicians to work for nothing to examine chil- 
dren of pre-school age twice before they 
enter. They furnish nurses, when applied 
for, who are paid to gather the children 
and write the notes, and do the minor part 
of the work. Do not forget those nurses 
are paid by somebody. Failing this, chil- 
dren are weighed and inspected by nurses 
who recommend certain children to be tak- 
en to a physician or, sometimes, prescribe 
for the children, making diagnosis, etc. 
Some of these nurses have only just been 
graduated and have no training for pub- 
lic health work. For instance, I saw a 
child who was a few pounds underweight. 
It had been recommended that she take 
cod liver oil. Examination of her urine 
showed albumin. A chronic otitis media 
was also present. These nurses are con- 
scientious, good women who are only earn- 
ing their daily bread. But some functions 
of medical men are usurped. 


Federal health officials, full time city of- 
licials, police surgeons, Indian _ service 
hysicians and part-time town doctors run 
ie number of men on a salary to a large 
rereentage of our personnel, and the num- 
‘ers are increasing each day. Therefore, 
‘hen I say that we are getting away from 


ne old time family adviser of health; we 
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are being forced into it-by conditions which 
are controlling us. Some of these are inev- 
itable, but some of the encroachments made 
upon medicine within ourselves, are avoid- 
able. Certainly, in the matter of laws de- 
signed to protect the public from poorly 
trained medical men, we are amiss in that 
a small fighting minority take advantage 
of our lethargy. . 

Certainly we should let the people know, 
in no uncertain terms, that we should be 
distinguished from the cults: should let 
them know just what we have to offer in 
the line of prevention and treatment of dis- 
ease. We should take up again the burden 
of being the teachers of the public, as the 
grand old men did before us, but we should 
use the means at our command, the newer 
media for the transmission. No longer 
should we cater to the old traditions, when 
the public has outgrown these traditions. 
Certainly, the trend of going to the cities 
is getting us out of sympathy with the pop- 
ulace, and the desire to begin the practice 
of a specialty with graduation is drawing 
us away from the bread and water stage of 
medicine which tries a man in the fire and 
molds his soul to the lowly and poor, who, 
as the Master said, are always with us. The 
early years of trial, with little recompense 
except good work well done and under dif- 
ficulties, and without adequate trained 
help, make us more aware of our duty; oth- 
erwise we shall lose touch and sympathy 
with the masses without whose confidence 
no profession can live, nor even the poli- 
tician. 

The trend, as I see it, is towards state 


.medicine in some form. There may come a 


time when, in our lethargy, we find that 
we are stripped of our substance by pres- 
sure of politicians or their advisors, the 
cults, when we would welcome state medi- 
cine but will not be able to. get it, because 
it would probably be organized for regular 
medicine and would be prevented by the 
very cults that ask a so-called medical free- 
dom. And, gentlemen, we do not want state 
medicine. Medicine will cease to be at- 
tractive if politicians control us and we are 
panel physicians, as are those of Germany 
and Britain. True, there will always be 
the rich who will demand extra service, 
and private physicians and specialty men 
will always be outside of the panel, but the 
rank and file, who have no special attain- 
ment, will be impoverished. The individ- 
ual striving, the friendly rivalry, the in- 
itiative and the resourcefulness of the Amer- 
ican physician, have made us the highly 
trained body we are today—the very best 
that has. practiced the healing art since the 
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dawn of time. Let us keep the average al- 
ways upward. : 

Gentlemen, the future of medicine is 
yours, and yours only. This unit of medi- 
cine, representing the most highly organ- 
ized band of men in the world, can say 
_what medicine shall be in the future, can 

name the rewards and dictate the terms, 
if they will. But you have to act to keep 
down the propaganda set against us; you 
will have to be fair one with another; you 
will have to cease dealing with the cults; 
you will have to let the message go out into 
the byways and highways that medicine is 
primarily for the people’s good, that you 
have something worth while to offer—better 
health; that you, the medical men, build the 
hospitals, care for the poor and give of 
yourselves without stint to all classes 

Heretofore you have tried to deal with 
legislators after they have been elected to 
office. Take heed; you had better deal 
with them beforehand. 

You can well stop the leeches of medicine 
who clog our free clinics; you can place us 
in such a position that if, in the future, 
state medicine comes into being as the only 
way to face the cults, you can use that po- 
sition to make state medicine in America 
an outstanding effort, economically sound 
and worthy of highly trained men. 

In closing, I want to say that I hold no 
prejudice in any statement made here, 
against any individual. If I have been 
blunt, it is because I know of no other 
way to “get over” that part of the message. 
Only once a year do we devote part of a 
meeting to economics, and this feeble effort 
to analyze our social relationships of the 
present with what may occur in the future 
is right from the heart in the interest of 
the thing nearest and dearest to me—medi- 
cine. 





CARCINOMA OR DIVERTICULITIS? 

(Case history discussion by the Yavapai 
County-" ort Whipple Post Graduate Study 
Group. Presented at their regular monthly 
meeting held on January 10, 1928, at Whip- 
ple, Ariz.) 

Joon T. Malone, 
Whipple, Ariz. 

C. C. Benedict, M.D., Whipple, Ariz. 

C..E. Yount, M.D., Prescott, Ariz. 

Note: The case selected for discussion is 
Case No. 13452, of the Case Records of the 
Massachusetts General Hospital, published 
in the Boston Medical & Surgical Journal, 
of Nov. 10, 1927. Appended to the discus- 
sion of the Yavapai County-Whipple group 
will be found the discussion of Dr, Edward 


M.D., Group Leader, 
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L. Young, Jr., M.D., of the Massachusetis 
General Hosp'‘tal, together with the autop- 
sy findings as published in the above named 
journal. 

In presenting these discussions, and sim- 
ilar ones in the future, it is only fair to 
state that the members of the Yavapai 
County Society and the staff of Fort Whip- 
ple are given opportunity for study and dis- 
cussion among the group members, before 
presenting their diagnostic conclusions and 
clinical discussions, in contrast to the analy- 
ses of the Massachusetts General Hospital 
staff members, whose discussions are usual- 
ly extemporaneous and made on the spur of 
the moment. However, the discussions of 
the doctors from Yavapai County and Fort 
Whipple are made without written manv- 
script, the text printed below being based 
on their recollection of what they said at 
the meetings. This is necessary, since the 
Society does not have stenographic reports 
of their meetings. 


CASE HISTORY 


A married Englishwoman fifty-three years old, 4 
weaver, entered the hospital June 6 complaining 
of pain in the left lower quadrant and constipation.. 

For three years her bowels had been more or 
less constipated, more so for the past year, and 
severely constipated for the past six months. There 
had been no periods of diarrhea. For six months 
she had had some tenesmus, severe for five 
months. She had had much eructation of gas and 
frequently considerable swelling and tenderness of 
the abdomen. For six months she had had occas: 
ional severe cramp-like pains in the lower. abdo- 
men especially following eating and _ especially 
marked in the left lower quadrant. The attacks 
were almost invariably accompanied by vomiting 
with relief. Six weeks before admission her con- 
dition became acute. She went to a hospital and 
was operated upon. Because of unsatisfactory 
post-operative conditions she was referred to this 
hospital. 

Her mother had epilepsy and died of heart dis- 
ease. One brother died of tuberculosis. 

Her past history was negative except for a “breast 
abscess” eighteen years ago and the operation men- 
tioned. During’ the past year her menstruation, pre- 
vious'y very regular, had been very irregular. 

Clinical examination showed a well nourished 
woman lying comfortably in bed. Slight psycho 
motor retardation. Heart and lungs normal. Blood 
pressure 180/120. Radial arteries moderately thick- 
ened, with slight tartuosity and beading. The ab- 
domen showed an eroded ulcerated stoma in the 
midline half way between the pubis and the umbili- 
cus, its edges red and very tended, The skin had 
been partially digested away because of the spill 
ing of cecal contents. The stoma admitted a num- 
ber 15 French catheter 12 inches without difficulty. 
Large quantities of golden brown frothy discharge 
with an odor of fermentation exuded from the 
stoma. Numerous sudden gurgles of peristalsis 
could be heard without the aid of the stethoscope. 
The abdomen was distended with gas, making 
Palpation for masses unsatisfactory. Recta] ex 
amination showed much tenderness, no masses. 
Pelvic examination showed a second degree laccr- 
ation of the perineum and purulent cervical discharg 
tinged with blood. 
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Before operation amount of urine not recorded, 
specific gravity 1.005, urine otherwise negative. 
Blood: hemoglobin 70 per cent., reds 4,600,000. Was- 
sermann weakly positive. Nonprotein nitrogen 29 
milligrams. Blood chloride 532 milligrams. Stool 
negative. 

X-ray examination with a barium enema showed 
apparent obstruction to the barium at the midpor- 
tion of the sigmoid loop. The patient was unable 
to retain the barium after the injected material 
had reached this point. 

Before operation temperature 98.2° to 99.2°, pulse 
90 to 120, respiration normal. 

June 9 operation was done. Two days later the 
patient was fairly well. The abdomen was slight- 
ly distended. The fluid intake was not so high 
as it should have been at first, but by the 12th 
was satisfactory. There was no vomiting. There was 
much tenderness in the left flank. The tempera- 
ture was 102.8° June 10, afterwards 98.4° to 
99.8° for the next three days. The night of June 
11 she was irrational . June 12 there was good 
drainage and she was feeling better. June 17 
the flank was incised in two places and wicks 
drawn through. Almost nothing was obtained. 

June 23 a medical consultant found the heart 
rate 130, regular, no murmurs, the blood pressure 
much lower than at entrance and consistent’ with 
the tachycardia. There was no heart failure or 
history of heart symptoms. The cause of the tachy- 
cardia was not clear. He advised digitalization in 
case the rate was maintained without variation 
for the next few days. 

June 25 the patient was weaker. the pulse very 
poor. The following day it. was almost unobtain- 
able. Digitalis was begun. The next dav the pa- 
tient felt better and avpeared stronger. The pulse 
was better. June 29 the pulse was lower, the tem- 
perature about normal. the wound about the same. 
June 30 the patient became somewhat irrational. 
July 2 she died. 


Discussion by DR. TOHN T. MALONE, 
Group Leader 

In our search of the literature for cases 
illustrative of colonic obstruction due to 
malionancv. we found two: one revorted bv 
N. F. Porter 9nd a second bv John F. Erd- 
mann. Porter’s case was diagnosed carci- 
noma of the siomoid. He made an artificial 
anus but did no resection. She was dis- 
charged from the hosvital in nineteen davs 
and shortlv thereafter sought to have the 
fecal fistula closed. This he refused to do, 
helieving that the cecostomy was life sav- 
ing. Shortly thereafter the patient’s family 
physician advised Dr. Porter that the pa- 
tient had a natural movement through the 
rectum, improvement continued and the col- 
ostomy closed. John Erdman says: “Some 
of the earlier reports of long cures of cancer 
by resection must be taken less seriously 
at the present time and considered as di- 
verticulitis cases. I can plead guilty to re- 
porting one such patient, a female operated 
upon by me sixteen years ago (1919) for 
obstruction supvosedly due to carcinoma. 
The entire pelvis was filled with a hard 
nodular mass, no temperature, and a com- 
plete obstruction existed. A sigmoidostomy 
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was done. In the course of two years all 
movements were by the rectum except 
slight leakage through the now contracted 
sigmoid anus. This patient is reported well 
and hearty as late as March, 1925.” 

Forewarned by mistaken diagnoses like 
these made by master surgeons, we are 
forced in the discussion of our case to make 
a diagnosis NOW, and if possible a correct 
one, for she died twenty-three days after 
her second operation and presumably the 
autopsy findings are conclusive. 

Dr. C. C. Benedict will continue the dis- 
cussion. 


Discussion by DR. C. C. BENEDICT 

In considering a diagnosis in this case it 
is conceded that the pathology lies in the 
lower left quadrant; all symptoms have 
pointed to that area and the barium enema 
has proved it. But because this patient is 
a woman we are forced to consider the pos- 
sibility of the lesion originating in some one 
of the generative organs. In order to con- 
sider this possibility we would have to as- 
sume that the obstruction is due to pressure 
from without the bowel. Also, that the or- 


gan or tumor producing the pressure must 
be high in the pelvis or above it. 


We would first consider involvement of 
the cervix but there is no tumor of the 
cervix that could occupy so high a position 
as to produce the necessary pressure; then, 
too, we are told that the pelvic examination 
was negative. 

Considering uterine carcinoma, it is un- 
likely that a malignant tumor of the uterus 
could become large enough to produce this 
obstruction without first being evidenced 
by an uterine discharge. We are told there 
was a bloody cervical discharge which 
might suggest carcinoma but I think that 
that can be excluded. 

Uterine fibroid offers the next, and prob- 
ably the most likely, tumor to produce this 
condition and the subperitoneal, the most 
probable type. This growth would be high 
up and may grow to an enormous size, but 
it is still difficult to see how the tumor 
could lie so far to the left side as to ob- 
struct the sigmoid without being palpable 
in the mid line. 

Another type of fibroid that must be con- 
sidered is the intraligamentous, on the left 
side. The objection to this type however 
is that it is difficult for this type to rise 
high enough, being held down by the broad 
ligament. 

It is believed that both types of fibroid 
can be excluded. 

Ovarian or tubal cysts of great size or 
adhesions between broad ligament and 
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bowel can be excluded for reasons similar to 
those revarding the fibroid tumors of the 
uterus. 


It is believed that pathology of pelvic or- 
gans can be excluded completely and that 
my successor will show you definitely that 
the pathology in this case lies in the sig- 
moid flexure of the colon. 


Discussion continued and concluded by 
DR. C. E. YOUNT 


If, at autopsy, our diagnosis of carcinoma 
of the sigmoid skould prove to be correct, 
then the courteous statement of Carmen is 
apropos—“The opinion as to cancer is 
merely a fortunate prediction.” 


We are grateful to the judges for having 
assigned us to a case wherein the pathology 
is located in the left lower quadrant. It is 
the first case of the year to focus the at- 
tention of the study club to lower left 
quadrant disease and for this reason should 
be highly instructive to all of us. You 
note from the case history that, dating back 
three years and continuing up to the time 
when two through and through drains were 
placed in her left flank, all the symptoms 
of this English woman of 53 years were 
referable to the lower left abdomen. I call 


your attention to the fact that the pathol- 
ogy is “fixed” here because the cramp-like 
pains were located here, the tenderness was 
here, the visible peristalsis and gurglings 
originated here and the x-ray enema located 
the obstruction here. 


I will ask you to note that this woman 
was admitted in the Massachusetts General 
Hospital on June 6th complaining of pain 
in the left lower quadrant and constipation, 
and because of unsatisfactory post opera- 
tive condition. On admission she had a 
stoma located in a midline incision half 
way between umbilicus and pubes. It ad- 
mitted a number 15 French scale catheter, 
its edges were eroded and ulcerated and the 
skin showed the digestive effect of a fecal 
fistula. She was not admitted for the clo- 
sure of the stoma. Was the fistula the re- 
sult of metastasis, accidental wounding of 
the cecum, or was it an artificial anus made 
as a part of the original operation for the 
relief of the acute o struction which super- 
vened on a chronic constipation? If it was 
a fistula of accidental origin then the rec- 
ord would have stated that she was admit- 
ten for its closure. If it was intended to 
serve the purpose of an artificial anus and 
relieve the obstruction which we know ex- 
isted in the sigmoid, it was in less than six 
weeks a failure. No cecostomy with a num- 
ber 15 French guage aparture could ade- 
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quately discharge its fecal contents. Was 
the eroded ulcerated stoma an evidence cf 
metastasis? We can not say, but we know 
that of all primary carcinomas of the gax- 
tro-intestinal tract those of the sigmoid are 
the slowest and least likely to metastasize 
(35 per cent). 

Considering, then, the cause of admission 
as pain in the !ower left quadrant and con- 
stipation and that an operation was per- 
formed on June 9th (second operation) the 
death occvrred on July 2nd, it is incumbent 
on our group to show the probable causes of 
these cramp-like pains, and constipation 
which at times attained the proportion of 
obstruction, at least.as evidenced by a bar- 
ium enema. 

In the first place let us recall the anatom- 
ical structures of the lower left quadrant in 
the ferale. They are the left tube and 
ovary, and the sigmoid with its meso; be- 
hind the sigmoid the left sacral plexus of 
nerves which are responsible for many of 
the vagaries of symptomatology here. In 
front, the sigmoid is separated from the 
uterus hv some coils of the small intestine. 
We also have the left ureter and a portion 
of the bladder and rarely a left sided appen- 
dix. Often there is omentum. 


In considering chronic colon stasis, of 
which ovr case is an excellent example, 
there are at least six conditions which we 
think must be differentiated. 


Hirschsprung’s Disease; megalacolon. 
Judd tells us that the princival comolaint 
made bv these patients is their inability to 
move their bowels without enema together 
with towel distent‘on. The distention is 
most marked in the left side of the pelvis 
in the region of the sigmoid, continuing up- 
ward to the sylenic flexute, usually fading 
away in the right pelvis. But this condi- 
tion existed from a few days after birth. 
i. e.. it is congenital. Gant would add to the 
above the fact that there is moderate vom- 
iting, malnutrition, anemia, gastric dis- 
turbances, gas pains, cardiac palpitation, 
simple or ulcerative colitis. Some patients 
have marked autointoxication. In fifty 
per cent of the cases the sigmoid was in- 
volved, while the whole colon was found in- 
volved in twenty per cent. Gant’s case is 
mentione’! as a medical curiosity—a girl o 
eight had two evacuations yearly, one ev- 
ery six months. It was six weeks before 
Gant could get her bowels evacuated wit} 
careful treatment. 

Tuberculosis may cause a chronic colo: 
stasis. Brown and Sampson state that ir 
many cases of cancer an outstanding mani 
festation is the obstructive symptoms tha‘ 
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are present as well as definite proximal 
stasis often with dilatation. We might get 
the obstructive symptoms but scarcely a 
proximal stasis and dilatation in tuberculosis 
of the colon. Gant draws attention to the 
fact that tuberculosis has prediliction for 
the large intestine; first, because of the flu- 
idity of the feces and increased peristalsis 
in the small intestine; second, because of 
gastric juice alteration,:i. e., alkaline reac- 
tion, but when we come to consider location 
the most frequent site is the cecum, (48 per 
cent), cecum plus ascending colon (39 per 
cent). The hyperplastic type, often unasso- 
ciated with lesions elsewhere, may exist for 
six months to three years before the tumor 
is large enough to occlude. The neoplasms 
are sharply defined, smooth, oval and can 
often be palpated. Unless there is tuberculo- 
sis elsewhere the patient does not look 
cachetic; no loss of weight or sallow com- 
plexion; tenesmus, obstinate diarrhea, 
mucus, pus or blood for months or years. 
When these symptoms do appear the pa- 
tient’s condition changes rapidly. 


Actinomycosis, while comparatively rare 
in the colon, must be considered. When 
present, ray fungus often originates in the 
appendix or cecum. With the formation of 
tumors there is rupture through the abdom- 
inal wall or into a gut causing a fistula. The 
symptoms are obscure, constipation alter- 
nating with diarrhea, obstructive manifes- 
tations followed by a discharge of pus, in 
which the ray fungus may be detected. The 
pain is rarely troublesome. 


In differentiating syphilis we recall that 
gummatous infiltration is the most frequent 
manifestation of lues of the small intestine 
or colon. They originate in the submucosa 
and eventually involve all tunics in a 
sloughing ulceration causing pain, obstruc- 
tion, diarrhea, with discharge of pus, mucus 
and blood. In such a case we would expect 
the Wassermann to be strongly positive and 
we might rightly expect and find other 
stigmata of syphilis. There may be mani- 
festations of intestinal obstruction due to 
encircling gummata or gas pipe sclerotic 
stricture. Infilitrating and ulcerating gum- 
ma often simulate tuberculosis and cancer. 
Cancer is prone to contract tight adhesions 
earlier and is usually placed higher up in 
the bowel. 


Diverticulitis was first recognized as a 
surgical entity in 1898. Moynihan in 1904 
published his paper entitled, “The Mimicry 
of Malignant Disease of the Large Intes- 
ime” (Diverticulitis), while in 1907 the 
Mayos reported five cases operated. In 


i922 Carmen tells us that “Peri-diverticuli-- 
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tis is a vexing simulant of cancer of the 
colon.” Our old college chum, McGrath, 
who has since turned pathologist, tells us 
that dvierticula are “mucosal herniae”—a 
small projection of the mucous membrane 
first penetrates the muscular wall to be 
covered with sub serous fat and peritoneum. 
John F, Erdmann has given me the desired 
introduction to diverticulitis in differentiat- 
ing our case, “Left lower quadrant pain 
with nausea or vomiting in the male predi- 
cates diverticulitis of the sigmoid, while in 
the female, in whom the disease is of rela- 
tive infrequency compared to the male, the 
same situation obtained may mean any one 
of numerous diseases.” Masson in the study 
of 116 cases finds 81 male and 35 female. 
They are all over weight and by reason of 
this fat seem to develop an excess of fat 
in the intestinal wall, which predisposes to 
a weakness in the muscalaris and herniation 
of the mucosa. Constipation is a constant 
predisposing cause operating in a vicious 
circle. Fifty-nine per cent have obstinate 
constipation. The physiological role of the 
sigmoid in modern civilization wherein it 
becomes overdistended with gas and feces, 
is another predisposing cause. Diverticuli- 
tis is a strong predisposing cause to malig- 
nancy and in fourteen per cent of cases 
Masson found it associated with malignan- 
cy. A diverticulum, like the appendix ver- 
miformis, gives little if any evidence of its 
presence when in the quiescent state, but 
when inflamed the two have practically the 
same histo-pathology, leading to rupture 
and peritonitis. Fecal matter retained 
within the diverticulum causes irritation 
and leads to infection, as in appendicitis. 
In peridiverticulitis there is localized ten- 
derness, obstinate constipation alone or al- 
ternating with diarrhea. There is a sensa- 
tion of blocking, fecal impaction and pain in 
the sigmoidal region (left sided appendi- 
citis). As the inflammation intensifies the 
pain increases, likewise there is an increase 
in temperature, pulse and leucocytes, with 
nausea and vomiting while blood, pus and 
mucus may appear in the stools. In the 
colon we expect to find the diverticula along 
the mesenteric border where the arteries 
enter and the connective tissue is relaxed. 
Masson states, in connection with the x-ray 
examination, that extraluminal shadows in 
the picture are proof of diverticula but 
when obstruction is present the filling de- 
fect is identical with that of malignancy. 
Acquired diverticulitis is usually found in 
the cecum, colon and sigmoid, the latter pre- 
senting the classic type of intestinal pouch- 
ing. John Erdmann in summing up his re- 
port states that “Diverticulitis is a disease 





66 


of the left lower quadrant usually, but may 
occur anywhere along the length of the 
colon.” James T. Case, of Battle Creek 
brings out a good point in roentgenologic 
appearance of colonic diverticula, i. e., the 
residues of the opaque salt seen on the sec- 
ond and third day after the barium meal 
are carefully located by roentgenograms, 
then a barium enema is given and their re- 
lation to the refilled bowel determined. 


Finally the history of our case brings us to 
a consideration of carcinoma of the colon. 
They are adeno-carcinomas, because they all 
have glandular elements. Clinically, they 
are classed as medullary or soft, scirrhus or 
hard, colloid and melanotic. They are of 
slow growth and recur less often than car- 
cinoma of the small intestine. Ewing states 
that the annular type is especially slow in 
reaching the mrecosa. Osler and McCrea 
state that “Attacks of colic accompanied by 
constipation in people past middle life is one 
of the earliest signs of intestinal cancer.” 
In this connection we quote from the report 
on “The Prevention of Cancer of the Med- 
ical Officer of Health of the Borough of 
’ Shelf, England.” “Nine. Intestine. Most of 
these cancers are of the lower bowel and no 
doubt due to the CHRONIC IRRITATION 
of constipation.” 


Constipation, progressive in character in- 
terrupted by periods of normal bowel ac- 
tivity, may have acute intestinal obstruction 
occur at any time, as was present in our 


case. Carman, in x-ray study of 359 cases, 
notes carcinoma occurring twice as often in 
men as in women. The x-ray will furnish 
emphatic evidence in 90.8 per cent of cases 
but a diagnosis of cancer can not be made 
by the x-ray alone. It is simulated by other 
conditions, especially diverticulitis. He 
found metastases in only 35 per cent of cases 
studied. It was often limited or absent. Ob- 
struction to the barium enema was noted 
in 22 per cent, and he calls attention to the 
fact that marked stenosis may be found at 
operation though the roentgenologist did 
not note obstruction to the enema. He 
and others have called attention to the fact 
that feces may pass the stricture, coursing 
in the normal physiological direction, but 
the enema “in reverse’ may block. Case 
calls attention to the fact that in carcinoma 
attended by obstruction there is usually di- 
latation of the colon on the proximal side. We 
believe that such a dilatation existed in our 
case and explained the tymovanites, visible 
peristalsis and sudden audible gurgles. As 
to frequency of carcinoma in the colon, we 
note that cancers in and about the rectum 
lead; but considering the colon alone, the 
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sigmoid is first, then cecum, then the splen- 
ic and hepatic flexures with about equal 
frequency, then the transverse colon, next 
the descending colon, and finally the as- 
cending colon. As to symptoms in lower 
colonic and sigmoid cancer they may be 
dormant until some degree of obstruction 
obtains. They are certainly more uniform 
and less d'stressing than those of cancer 
of the small intestine and often are not rec- 
ognized early. There is only a vagueness 
of symptoms, an indescribable sensation of 
something wrong in the abdomen. A mild 
irrati>ility of the gastrointestinal tract, 
slightly impaired digestion with increas- 
ing constipation or diarrhea. As_ the 
growth enlarges or ulceration supervenes 
we have the onset of very definite and 
distressing symptoms, constipation more 
pronounced with gaseous distention of 
the colon, tenderness and pain. The 
peristalsis is visible and audible, mucus 
and muco-pus, blood-tinged or tarry stools. 
There are abnormally formed feces, sheep 
dung, ribbon or pencil type. Constant de- 
sire to stool when the growth is in the low- 
er sigmoid. Up to this time there has been 
very little loss in weight or cachexia but 
now the whole picture changes _ rapidly. 
Should obstruction suddenly occur the abdo- 
men becomes immediately surgical. 

To fortify our diagnosis of carcinoma of 
the sigmoid there yet remain a few points 
in the case history to elucidate. “Stool 
negative,” certainly does not conform to the 
classic symptoms just recited. However, 
Gant explains just how such a condition can 
arise in carcinoma of the sigmoid. If the 
fluid of semi-solid stool passes the cancer- 
ous stricture and is reformed below, it may 
not s*ow visible evidence of cancer, though 
a very considerable constriction existed. 
Nevertheless, we believe that further ob- 
servation in this or any other patient with 
carcinora of the sigmoid must show 
changes in the stool before death could oc- 
cur from that cause, unless the obstruction 
was complete, in which event there would 
be no stool. “The blood picture,” 70 homo- 
globin, 4,600,000 reds (no mention of 
white), does not indicate impending disso- 
lution from carcinoma of the sigmoid, but 
we are satisfied that at this time the 
growth had not progressed to the cachexia 
stave, rather we believe it to have been an- 
nular, and obstructive when this cytology 
was made. “Wassermann weakly positive.” 
Loehlein has shown four positive Wasser- 
mann reacitons in 250 cases not syphilitic, 
i. e., tuberculosis and carcinoma. 

Fina!ly the manner of her death following 
the operation of June 9: on only one day 
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was the temperature 102, the remaining 
notations are 98.4-99.8. As she grew 
steadily weaker and died July 2nd we can 
not, in the absence of fever and leucocyte 
count, assign sepsis as a cause. We note 
that she was irrational June 11, but June 
12 there was good drainage and she was 
feeling better. This could have been either 
defective fecal or pus drainage. We have 
nothing to decide this point. On June 17th 
the flank was incised in two places and 
wicks drawn through. “Almost nothing was 
obtained.” What did they expect to obtain? 
If pus, the pocket was not drained; if a 
general carcinonamatosis had supervened in 
the left lower quadrant they would get “al- 
most nothing” in the drainage. An increas- 
ing myocardial weakness finally proved 


fatal and we believe this conforms with the 
usual finding of carcinomas treated by col- 
ostomy and resection where carcinomatosis 
Our diagnosis is carcinoma of the 


follows. 
sigmoid. 


Discussion by Dr. EDWARD L. YOUNG, Jr., 
of the Massachusetts General Hospital 
(Boston M. & S. Journ., Nov. 10, 1927, 
page 869.) 

From the diagnostic viewpoint the left lower 
quadrant is different from the right upper quad- 
rant in that we have fewer conditions which can 
cause pain; and here, with a period of three years 
during which this trouble had been present, a num- 
ber of conditions are ruled out, such as the acute 
inflammatory ones which have to get relief wiith- 
in a short time. So it leaves us with relatively 
few things that ought to be making trouble. There 
is the suggestion in the story, with the constipa- 
tion, the tenesmus and the vomiting and cramp-like 
pain, that it is intestinal. That story can come, 
rarely with a clicky pain, from trouble in the 
urinary tract; but with it, when it has gone for 
three years, there is some reference to the kidney 
in other signs and symptoms; it can be in a wo- 
man something to do with her pelvic organs. But 
it is much more the story of a hollow viscus, and 
that hollow viscus the large bowel. Carcinoma, 
which we think of always after fifty in this part 
of the bowel, is as a rule evidenced by mucus, pus, 
blood, or diarrhea at some time during the stage of 
trouble. Chronic infectious colitis does not as a 
rule exist without evidence of ulceration, because 
that is the basis on which we make the diagnosis. 
Diverticulitis can be present without causing blood 
or pus or diarrhea, and can go on to more and 
more contraction from the inflammatory process 
around the bowel. This record does not tell us 
what the acute condition was, but the fact that 
these pains have been pains of tenesmus and 
cramp-like gives the suggestion of increasing ob- 
struction. 

So that I assume the patient went to the hospital 
for intestinal obstruction, and that they did some 
palliative operation to give her the first-stage relief. 
_Of course at fifty-three she is coming to the 
time of menopause, which may be and probably is 
cal whole story of the irregularity in menstrua- 

on, 

_ Cecal contents, except in cases of extreme rapid- 

ity of peristalsis of the bowel, should not erode. 
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This discharge suggests a fistula in the small 
bowel, and of course if it is in the small bowel 
it is not cecal but it is entitled to cause erosion. 

Wassermann positive on one occasion is of no 
importance. 

The x-ray backs up our logic as to the seat of 
trouble in the sigmoid, but does not help us as 
to what that obstruction is. It may Ve malignancy 
in spite of the absence of blood and pus in the 
bowel movements, or it may be diverticulitis. The 
rest of the story suggests that in spite of the en- 
terostomy there is obstruction at present. 


I think I should say diverticulitis with inflam- 
matory stricture of the. sigmoid first, and malignan- 
cy second, with an enterostomy put in to give re- 
lief from the obstruction low down. I do not think 
of anything else that I should want to put in here. 

Dr. Cabot: Just what are the grounds for the 
diagnosis of diverticulitis here? 

Dr. Young: Trouble for three years. That is 
not too long. for malignancy, but we should have 
expected an ulcerative process in three years, and 
the absence of the usual manifestations of a pro- 
liferative growth with ulceration makes me put the 
less common diagnosis first. 

Dr. Cabot: That is, most of our data have to be 
negative. 

Dr. Young: Yes. The positive datum as a rule 
is the presence of the filled pockets elsewhere 
than at the actual side of the inflammatory ob- 
struction, because diverticulitis as a rule, although 
it may be localized in one spot, generally shows it- 
self elsewhere in pockets by x-ray. 

Dr. Cabot: So that our only positive fact ordi- 
narily is x-ray. 

Report on Operation May 13 

Median incision. Free fluid in cavity. Intestines 
much distended. A hard growth about the size of 
an egg in the sigmoid. Cecum opened and tube 
inserted. Drainage. Cecum stitched to fascia. 

X-Ray Interpretation June 7 

Probable lesion in the sigmoid. 

Dr. Young’s Pre-operative Diagnosis 

Diverticulitis with inflammatory stricture of the 
sigmoid. 

Malignant disease of the sigmoid. 

Pre-operative Diagnosis 

Carcinoma of the sigmoid. 


OPERATION 

Gas and ether. The condition of the abdomen 
following the cecostomy was such that the opera- 
tion was nearly given up. From the whole lower 
abdomen to a point several inches above the um- 
bilicus was a mass of adherent intestines. Imme- 
diately beneath the left rectus wound was a mass 
of adherent small intestine in which there was a 
small abscess. To the right of the wound, at its 
mid-portion, was a hard mass which contained 
an abscess holding several ounces. The sigmoid 
was closed with great difficulty. An annular 
growth was found about two inches above the per- 
itoneal floor. Because of the great mass of adhe- 
sions, the infection and the condition of the pa- 
tient it was considered hopeless to undertake a 
resection with end-to-end suture. It was decided, 
therefore, to carry the dissection down to below 
the growth, clamping and inverting the distal 
bowel, and bringing out the growth and the sig- 
moid for a permanent colostomy. The whole opera- 
tion was difficult. In spite of every precaution 
it was thought probable that the patient would 
have an extensive infection. 

Pathological Report 

A section of large intestine 13 centimeters long. 
Midway between its cut ends there is an annular 
ulcerated growth 3 centimeters in greatest diame- 
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ter. No enlarged l¥mph-nodes can be found in the 
attached mesentery. 


Microscopic examination shows a structure of clus- 
ters of large irregular gland tubules formed by atypi- 
cal epithelial cells deeply invading the muscular wall. 

Adenocarcinoma 


Additional Notes From the History 


June 11 the: cecostomy had not drained. June 
12 it was draining well and the colostomy wound 
was draining more. June 15 the colostomy was 
working. The skin about the cecostomy wound was 
excoriated. It was planned to use rubber cement. 
There was good drainage from the wick. June 16 
a wick was placed down by the colostomy loop. 
The following day the flank was incised in two 
places and wicks were drawn through. June 19 
a catheter was placed in the sinus at the upper 
end. -of .the colostomy and the wound irrigated 
with Dakin’s solution every two hours. Pus could 
be forced up by the catheter until the wound 
was washed clean. It was believed the cavity 
was. well drained. The rubber dam wicks were re- 
moved. There was little evidence of inflammation 
in the flank now except around the incision. June 
23 the lower wound had separated. It communi- 
cated with the upper wound and with the cecos- 
tomy wound. Much slough was removed. Dakin’s 
irrigations were omitted and boric substituted be- 
cause of irritation to the skin. There was a loop of 
bowel in the lower wound, but it showed no ten- 
. dency to prolapse. June 25 the bowel in the lower 
wound was a little more prominent. The discharge 
was thinner and more profuse. June 28 the skin 
was more eroded. Suction was applied. It did not 
work during the night, but afterwards worked 
well. 

Further Discussion. 

I assume the cause of death was sepsis. I think 
it will be interesting to know whether there was 
any more carcinoma than at that one spot. We 
are not told in the record that there was any 
cause to assume that that was based on a diverti- 
culitis. 

I do not see how they could have done any dif- 
ferently than they did. I do not quite see why 
she should have had so much infection following 
a simple cecostomy at the first operation. 

Clinical Diagnosis 
(From Hospital Record) 

Carcinoma of the sigmoid. 

Bronchopneumonia. 

Dr. Edward Young’s Diagnosis 

Carcinoma of the sigmoid. 

General sepsis. 

Anatomic Diagnoses 

1. Primary fatal lesions. 

Adenocarcinoma of the sigmoid with metastases. 

2. Secondary or terminal lesions. 

Sepsis of anterior abdominal wall. 
Selerosis of myocardium. 
Hydrothorax (left).) ? 

3. Historical landmraks. 

Healed fibrous pleuritis. 

Operative wound, sigmoidectomy. 

DR. MALLORY: -There really is not much to add 
to what has already been giver. There was.an exten- 
sive gangrenous process in the anterior immediate- 
wall and a localized area of peritonitis immediate- 
ly beneath the operative wound. This was very 
well walled off with fibrous adhesions, and there 
was no generalized peritonitis. The intestines did 
show numerous little white, firm nodules in the 
serous surfaces, quite obviously metastatic foci. It 
is impossible.to say whether those had been pres- 
ent at the time of operation. Nearly a month had 
passed between the operation in the hospital and 
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death. I think it is quite possible that the majority 
of them had developed in that time. 

Elsewhere there were no metastases. 

The heart was quite atrophic, weighing only 220 
grams. It showed a certain degree of the brown 
atrophy which is so common as a senile process. 
There was a slight pleuritis and hydrothorax on 
one side, but no real bronchopneumonia. 


CARCINOMA OF RIGHT OVARY 
W. R. JAMESON, M. D., El Paso, Texas. 


Presented before the El Paso County Medical Sooci- 
ety, January 9, 1928.) 


Mrs. E.M., 41, was referred by Dr. Paul 
Gallagher on October 7, 1928. 

She complained of pain in the lower ab- 
domen, right side, pain and numbness in 
right thigh and leg, frequency of urination 
every hour during the day and about four 
times at night, and general weakness. 

During childhood she had _ measles, 
whooping cough, mumps and, she thinks, 
scarlet fever. Pneumonia at 19 and again 
25 years of age, the latter attack being very 
severe. Appendectomy twelve years ago. 
Came to El] Paso seven years ago with a 
diagnosis of tuberculosis of left lung. She 
stated that she had been treated two years 
ago with radium for cancer of the cervix, 
with apparent cure. Married thirteen years. 
Pregnant once, with abortion at third 
month. Period first appeared between 
ages of 18 and 19, of 28 day type with great 
deal of pain. After pregnancy pain was 
very much relieved. 

In February 1926, began to have pain in 
right kidney region, extending along the 
course of the ureter. An x-ray picture 
taken at that time showed a shadow in the 
lower portion of the right ureter a very 
short distance from the orifice. The pain 
lasted about a month and disappeared until 
May, 1927, when she had a return with rise 
in temperature varying from 99.3 to 103. 
This temperature lasted until August, 1927. 
About this time she slipped and fell, tearing 
the ligaments of the right thigs, according 
to her story. 

The patient was a fairly well nourished 
woman, of cachectic appearance. She com- 
plained greatly of pain along the course of 
the sciatic nerve on the right side. Vaginal 
examination revealed a hard mass on the 
right side. This mass was immovable, and 
could only be felt through the right wall of 
the vagina, as the canal seemed to be closed 
at the upper end, giving the impression of 
sticking the finger in the finger of a glove. 
The cervix could not be felt..T. 99; P. 132; 
BP. 110-60. Cystoscopy showed a moder- 
ately injected right ureteral orifice. No. 
4 bougie could not be passed after several 
trials. On October 17, an open operation 
was performed to endeavor to extract stone. 
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One glance was enough to show that the 
condition was malignant and the wound was 
closed. She. did not improve and slowly be- 
came worse until her death on December 
25th. 

An autopsy was performed the same day 
by Dr. George Turner, whose report fol- 
lows: 

The peritoneal cavity contains about 300 c.c. of 
serous fluid. The right ovary, tube, uterus, blad- 
der and a loop of the ileum are adherent, form- 
ing a mass that fills the pelvis. 

The whole mass is composed of carcinomatous 
infiltration arising from the right ovary. There 
are abscess pockets filled with light yellow pus 
scattered here and there throughout the mass. The 
cancerous infiltration is not limited to the men- 
tioned structures, but involves the adjacent peri- 
toneum and underlying tissue. The right ureter 
is lost in cancerous tissue from the level of the fourth 
lumber vertebra on through the bladder wall. 

As a result of this condition, the right ureter 
has, for sometime, been obstructed partly from 
the cancerous infiltration of the ureter itself and 
partly from a small stone situated in about the 
middle of the cancer area. Above the cancer area. 
the ureter is considerably dilated and saccular. 
The right kidney is practically destroyed from 
pressure and the pelvis is saccular. 

The left ureter is open its full length even though 
practically a'l the bladder wall is infiltrated with 
cancer cells. The left kidney is a little hypertrophied, 
but appears in- good condition, aside from moderate 
congestion. 

The body of the uterus is fixed to the mass by 
adhesions, but is not infiltrated with the cancer 
cells. The adherent loop of bowel and tube are dis- 
tinctly cancerous. : 

Conclusion: With one kidney functioning 
and good drainage, it seems that uremia 
would not be the cause of death. The body 
is greatly emaciated and cachectic. It seems 
that cachexia resulting from the “disease 
cancer” together with associated infection 
was the actual cause of death. 


A CASE OF EPITHELIOMA IN BOY 
FIFTEEN YEARS OF AGE 


By L. L. BROWN, M. D., and C. P. BROWN, M. D. 
El Paso, Texas. 


(Reported at the Staff meeting of the Hotel Dieu, 
E! Paso, January 11, 1928). 

Seven months ago while the patient was 
entering a burning building his foot went 
through a burned board, causing a small 
abrasion over the front of his right tibia 
iulf-way between the knee and ankle. 

Every effort was made by his local phy- 
Sian to heal this ulcer, but it was very 
‘dJolent. It would practically heal over, 
2:1 then break down again. This procedure 





\-3 often repeated. 
Vhen the case was referred to us, we 
n-grafted, but the failure was complete. 
> breaking down and healing process con- 
ued for a period of about five months, 
the end of which time it was progress- 
ly increasing, with no tendency what- 
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soever, towards healing. It was looked upon 
as being of some very unusual character. 
A blood Wassermann was negative. 
Swabs from surfaces of the ulcer showed 
nothing but the usual pus organisms. A 
biopsy was performed, and the section was 
reported to be that of squamous epitheli- 
oma. The ulcer was about three inches in 
diameter at this time. (See illustration). 


Under an anesthetic there was complete 
dissection of the inguinal glands followed by 
extensive cautery removal of the ulcer, go- 
ing two inches beyond and removing it 
from beneath, including the periosteum of 
the tibia. Following this, a layer one-fourth 
of an inch in thickness was chiseled off the 
front of the tibia, covering an area consid- 
erably larger than the ulcer. The inguinal 
glands were reported negative for malig- 
nancy. 

At the end of two weeks, with a nice, 
fresh, granulating surface we skin-grafted 
the entire area except the bone which had 
not yet granulated. Not a single graft sur- 
vived. 

Conclusions: We get into the habit of 
thinking that epitheliomas and carcinomas 
do not occur in children. Cases of carcin- 
oma of the uterus have been reported in 
children as young as two and a half years, 
and from that on up. Carcinoma of the 
vagina has been reported in children as 
young as fourteen months. 
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It is also of interest to speculate as to 
when this particular ulcer, which was un- 
doubtedly simple to start with, became mal- 
ignant. 

The case is reported merely to keep be- 
fore us the fact that cancer may occur, 
even though rarely, in very young people. 





A MODIFICATION OF THE JONES 
HUMERUS SPLINT 
F. T. HOGELAND, M.D. 
Chief Surgeon, The Cananea Consolidated Copper 
Co., Cananea, Sonora, Mexico. 

Fractures of the shaft of the humerus 
are conceded to give a greater percentage 
of non-union than any other bone in the 
body, and on this account—next to frac- 
tures of the femur in the upper third—they 
deal the Industrial Surgeon untold misery 
and grief. 

It is not my intention to enter into a 
detailed account of these fractures, but 
rather to discuss the splint. However,, I 
think it is well to mention the chief cause 
of non-union, which, I think all will agree, 
is inadequate immobilization. 

In order to secure immobilization with 
the greatest ease and with the utmost de- 
gree of comfort to the patient, and, at the 
same time, permit x-ray and manual exam- 
ination of the injured part, and to make 
necessary adjustments, I have designed the 
splint as illustrated and which is described 
as follows: 








Sketch drawing of splint. Note cross braces at 
bottom, either side of lopps, to prevent sagging to- 
gether when traction is made. 


The materials for the metal framework 
of the splint are: approximately seven feet 
of one-quarter inch round iron and two 
five-inch metal turnbuckles with one-quar- 
ter inch rods so threaded as to lengthen 
or shorten as the buckle is turned. 

The measurements and the form of the 
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splint are shown clearly in the sketch draw- 
ing and any blacksmith or oxy-acetylene 
welder should make it with ease. 

The bow which fits into the axilla should 
be generously padded to prevent undue 
pressure on the vessels and nerves of that 
region. 

A piece of unbleached muslin is pinned 
on the horizontal section of the splint in 
such a manner as to form a sling in which 
the forearm rests. 

A short, flat metal splint is placed upon 
the forearm, near the elbow, and resting 
upon a thick pad of cotton, and a length of 
cotton webbing two inches in width is pass- 
ed over it and around the metal loops shown 
in sketch; fasten the ends with safety pins. 

It -will be readily seen that, by tightening 
this webbing, some extension will be made, 
and by the use of the turnbuckles the ver- 
tical section of the splint will be lengthened 
and any degree of extension may be ob- 
tained. 


] 





Radiograph of humerus with splint applied. After 
this film was taken, showing a slight separation of 
the fragments, the traction was released by a few 
turns of the buckles. 

By the use of the guy tapes laterally, an- 
teriorily or posteriorly applied to either or 
both fragments correction in alignment may 
be secured. 

The arm, with splint applied, is carried 
in an ordinary triangular bandage sling. 

In cases of compound fractures or bone 
graft operations on the humerus, dressings 
may be removed, wound examined and 
dressings applied, without removing or in- 
terfering with the action of the splint in 
any way. : 
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By turning the buckles until the two sec- 
tions of the splint are separated and then 
reversing the upper section, a splint for the 
opposite arm will be ready for use. 

The reproduction of the radiograph of 
one of my cases,, with the splint applied, 
shows its efficacy in my hands; and if any 
one else can profit by my idea, I shall in- 
deed feel gratified and well repaid for my 
effort. 


nimi 





CASE REPORT (TUBERCULOSIS OF 
THE VAGINA) 
W. L. BROWN, M.D., and C. P. BROWN, M. D.., 
El Paso, Texas 


(Reported at the Staff meeting of the Hotel Dieu, 
El Paso, Jan. 11, 1928.) 


Indian woman, about fifty years of age; 
married thirty years: no children; never 
has had any serious illness; somewhat ema- 
ciated. 

It was difficult for her to get around on 
account of pain in region of vagina. She 
complained of constant pain and burning. 

Examination showed all the mucous mem- 
brane lining the lahia completely excoriated 
down to the muscles. The muscles and 
fascia showed plainly. This destruction ex- 


tended completely around the circumference 
of the vagina, and an inch and a half above 
the clitoris, it being prominent and denud- 
ed. The area around the urethra was swol- 
len to three or four times its normal size, 
and was coated with an alternating grayish 


denosit and raw surface. The fat in the 
labia was completely destroyed. There was 
no induration. A large quantity of pus was 
being discharged. 

A section from the junction of the ulcera- 
tion with the skin showed: “Considerable 
connective tissue, in which there were 
islands made up of round cells, epithelial 
cells. and giant cells, forming typical tu- 
bercles.” (Waite). 

A smear from scravings on the surface of 
the ulcerated area showed tubercle bacilli. 
The urine was loaded with pus, and con- 
tained tubercle bacilli. Wassermann was 
negative. 

This is an interesting case because of its 
extreme raritv, as very few cases of tu- 
berculosis of the vagina have been reported, 
and those have nearly all been in very 
young children. 

_The lesion, as observed in this case, was 
different from anything we had ever seen. 

"e complete absence of mucous membrane 
own to the muscles, the labia and first 
“at of the vagina, even up around the cli- 
toris, made a remarkable picture. (See illus- 
tration). 





CASE REPORT (GUN SHOT WOUND 
OF ABDOMEN) 


H. E. STEVENSON. M. D.. El Paso, Texas 
(Reported at the Staff Conference of the City- 


‘ County Hospital, El] Paso, January 25, 1928.) 


P. L.. a Mexican man, aged 29, was ad- 
mittel Dec. 28, 1927, after an encounter 
with the border patrol, during which he re- 
ceivel a gun-shot wound in the abdomen. 
The bullet nenetrated the abdominal wall to 
the left of the umbilicus, ranged to the 
right, tore a hole in the wall to the right 
of the umbilicus which would admit both 
fists. There were also wounds in the right 
forearm, which the patient says he held 
against the abdomen at the time he was 
shot. The intestines were protruding 
through the wound, and were very dirty. 
X-ray examination showed fragments of the 
bullet in the right forearm. Evidently, an 
explosive bullet was used. 

At overation the intestines and omentum 
were washed with saline solution and re- 
turned to the abdomen. The wound was 
sutured with No. 2 chromic catgut, rein- 
forced with silkworm gut. Cigarette drains 
were placed between the wounds and over 
the abdominal muscles. The large wound 
drained freely until about Jan. 10, after 
which there was very little drainage. There 
was some sloughing of the edges of the 
wound. This was trimmed and iodoform 
gauze pack .used. On Jan. 16 there was 
practically no drainage; the wound was 
granulating nicely. There was very little 


- elevation of temperature at any time. 
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NEW MEXICO MEDICAL SOCIETY 

The forty-sixth annual session of the New 
Mexico Medical Society will be held in Al- 
buquerque, on May tenth, eleventh and 
twelfth. Details of the program will be 
given in the March and April issues of 
SOUTHWESTERN MEDICINE. 


THE ARIZONA STATE MEETING 


The Thirty-seventh Annual Meeting of 
the Arizona State Medical Association wil! 
be held in Tucson, April 19th, 20th and 21st. 
The program assembled under the direction 
of Dr. A. C. Carlson, President-Elect, prom- 
ises to be of unusual interest and practical 
value. It will fill the three days of the meet- 
ing comfortably full. There will be time, 
however, for the fine hospitality always ar- 
ranged by the Pima County Medical Society 





whenever the Association visits them. Of 


particular interest will be the featuring, at 
the annual dinner, of the attendance of the 
surviving charter members of ‘the Associa- 
tion and a coterie of the members of the or- 
ganization who have reached the age of 
three score and ten. Special invitations are 
being issued to these members and it is 
hoped to have a goodly number of them in 
attendance to receive the testimonials of 
respect from their younger confreres. 

The provisional program of the Scientific 
Sessions, includes the following papers :— 

Dr. F. C. Schaible, Tucson, Ariz.:—‘The 
Value of the Laboratory to the Clinician.” 

Dr. John J. McLoone and Dr. Harlan P. 
Mills, Phoenix, Ariz.: “Endothelioma Involv- 
ing Base of Tongue (Case Report).” 

Dr. W. L. Brown, El Paso, Texas: 
announced). 

Dr. A. C. Scott, of Temple, Texas, will 
give the oration on surgery, probably on 
the afternoon of April 19th. 

Dr. Frank J. Milloy, Phoenix, Ariz.:— 
“Etiology and Clinical Signs of Chronic 
Cholecystitis.” 


(To be 


Dr. W. Warner Watkins, Phoenix, Ariz.: 
“The Roentgenologic Signs of Chronic Chol- 
ecystitis.” 

Dr. E. Payne Palmer, Phoenix, Ariz.:— 
“The Treatment of Chronic Cholecystitis.” 


Dr. W. 0. Sweek, Phoenix, Ariz.:—‘“The 
Technic of Cholecystectomy.” 

Dr. Henry Dietrich, Los’ Angeles, Calif. 
(Fraternal Delegate from California): “Di- 
agnoczis and Treatment of Poliomyelitis.” 

Dr. John C. Wilson, Los Angeles, Calif.: 
—“Orthorvedic Aftercare in Anterior Polio- 
myelitis.” 

Dr. G. H. Luckett, Santa Fe, N. M. (Di- 
rector of Public Health, Fraternal Delegate 
from New Mexico) :—“Public Health Con- 
trol of Poliomyelitis.” 

Dr. M. G. Fronske, Flagstaff, Ariz.:— 
“Report of Cases of Fulminating Poliomye- 
litis.”’ 

Dr. Kimball Bannister, Phoenix, Ariz.:— 
(To be announced). 

Dr. Orvlle H. Brown, Phoenix, Ariz.:— 
“Treatment of Food Sensitization.” 

Dr. Hal Rice, Morenci, Ariz.:—‘“Fractures 
of the Femur, with Case Report.” 

Dr. Joseph M. Greer, Mesa, Ariz. —“Eval- 
uation of Disability after Fractures.” 

Dr. A. J. McIntyre, Phoenix, Ariz. :—(To 
be announced). 

Dr. D. F. Harbridge, Phoenix, Abts. :—(To 
be announced). 

Dr. John W. Flinn, Prescott, Ariz.:—‘The 
Leucocytic Picture as an Aid in the Diagno- 
sis, Prognosis and Treatment of Pulmonary 
Tuberculosis.” 

Dr. A. D. Loewy, Prescott, Ariz.:—(To be 
announced). 

Dr. J. J. Beatty, Tucson, Ariz.:—“The 
Healing of Pulmonary Tuberculosis with an 
Exhibition of Serial] Roentgenograms Show- 
ing the Various Types of Healing.” 

Dr. Felix P. Miller, El Paso, Texas:— 
(President-Elect of the Texas State Medical 
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Association; Fraternal Delegate from Tex- 
as.) (To be announced). 

Dr. R. D. Kennedy, Globe, Ariz.:—(Sub- 
ject to be announced). 

Dr. Edward H. Skinne,r Kansas City, Mo.: 
—President of the American Roentgen Ray 
Society. bv invitation:—“Radiation Treat- 
ment of Hemorrhage at the Menopause.” 

Dr. W. R. Quinn. Morenci. Ariz. :—“The 
Diagnosis of Uterine Bleeding in Preg- 
nancy.” 

Dr. H. D. Ketcherside. Yuma, Ariz.:— 
(Snbject to be announced). 

The comvlete nrogram, with final arrange- 
ments of subhiects and authors will he found 
in the March issue of SOUTHWESTERN 
MEDICINE. 





EARLY RRAXTON TURNAGE 
(Tucson, Ariz.) 


Dr F. R Tnrnage. of Tneson. was acci- 
dentally irilled hv asnhvviation in the hath- 
room af hic home. on the evenine of Janu- 
arv Vath. The Pima Countv Medical Soci- 
ety. of which he was a memher. adonted the 
followine resolutions of resnect and revret. 
snhmitted hw the eqmmittee comnosed of 
Drs. W V. Whitmore. Ira E. Huffman and 
Alvin Kirmse: 


“The members of this societv as well as the 
community in general were greatly shocked by the 
untimely death of Dr. Turnage which occurred 
January 15, 1928. 

“Dr. Turnage was well trained for his chosen 
profession. Almost immediately following his 
graduation from Tulane University in 1917 he came 
to Arizona. For a short time he was engaged in 
the Indian servic.e and later. in the Veterans’ hos- 
vital. During his eight vears’ residence here he 
had demonstrated his professional ability and zeal. 
He contemplated further study and advancement. 

“Promptly at the entrance of the United States 
into the World War, he was participating in the 
hospital corps. His subsequent interest in the 
American Legion and in the work of the national 
guard has been most commendable and valuable. 
He had a genuine interest in this line of work— 
having descended on both sides of his family from 
military, patriotic men. 

“He possessed sturdy qualities of character. He 
was Of exemplary habits and life. His tastes were 
most domestic—a dutiful son, a loving brother, a 
devoted husband and an affectionate father. Nat- 
urally he had many friends. 

“Probably his strongest characteristic was his 
sincerity—a man of deep convictions. He made 
pretentions of nothing, but what he actually was. 

“The memory of this worthy member—his pro- 
‘essional ability and aims, his patriotism, his high 
character and sterling qualities will ever remain 
‘vith us as an inspiration to greater endeavors for 
ur profession and for humanity.” 

They are signed by Drs. W. V. Whitmore, Ira 
™. Huffman, Alvin Kirmse. 





HARVEY SPEARS KINARD 
(El Paso) 


On January 20th, Dr. Harvey Kinard, of 
El] Paso, died suddenly of angina pectoris. 
Dr. Kinard had been practicing in E] Paso 
for the past six years. He was born near 
Waco, in 1877, and secured his preliminary 
education there . He vraduated from Barnes 
Medical Collere in 1908, and spent several 
years in practice in Beaumont and San An- 
tonio, before moving to E] Paso. He was a 
member of the El Paso Courity Medical So- 
ciety, the Texas State Medical Association, 
the Medical & Surgical Association of the 
Southwest, a Fellow of the American Medi- 
cal Association. He is survived by his 
widow. 





JAMES A. MASSIE 
(Santa Fe, N. M.) 


Dr. James A. Maasie. of Santa Fe. N. M., 
succumbed to a sudden attack of heart dis- 
ease. on Febrvarv 21st, at the Pueblo Hos- 
pital. where he had gone in company with 
a patient. 


Dr. Massie has heen a ficure in the medi- 
cal nrofession of New Mexico for thirty 
vears. After graduation from the Univer- 
sitv of Toronto in 1892. he came to this 
state in 1897. For a number of vears he 
has been resident surgeon of the Santa Fe 
Railroad, the state nenitentiary, and the 
government Indian School. He was unmar- 
ried, being survived hv two sisters in Santa 
Fe and a hrother in Toronto. He was a 
member of the Santa ®e Countv Medical 
Soc‘etv, the New Mexico Medical Society 
and the American Medical Association. The 
hody was taken to Denver for cremation. 
the ashes to be sent to the old family home 
in Canada. 





EDWARD E. SWEENEY 
(Globe, Ariz.) 


Dr. Edward E. Sweeney, formerly of Ray, 
Ariz., who had iust recently moved to Globe. 
to be associated with the Old Dominion Hos- 
vital staff. died on January 21st, after a 
brief illness. Dr. Sweeney was thirty-four 
vears of age, and was a graduate of the 
Universitv of Nebraska College of Medicine, 
Omaha, class of 1921. He was licensed in 
Arizona in 1923, and had been practicing in 
Ray until recently when he moved to Globe. 
we! Wad was shipped to Lincoln, Neb., for 

urial. 
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A NEW ASSOCIATE EDITOR FOR 
EL PASO. 


It is always with some trepidation, each 
year, that we await the annual change 
which the El Paso County Medical Society 
makes in its Associate Editor. Our fears 
are at rest for the current year. Dr. Harry 
Leigh is the new Assoicate Editor, and the 
fine outlay of material appearing in this is- 
sue from El Paso is due to his efforts. Dr. 
Orville Egbert was a very efficient Associ- 
ate Editor, but Dr. Leigh has promised to 
make all his efforts look small. 





A CORRECTION IN NAME OF AUTHOR 


The “Clinic gn Allergy” reported in our 
January issue has the author as “William 
T. Drake.” This should be “WILLIAM W. 
DUKE.” Those who heard the lecture in 
E] Paso in November will not need this 
statement, but those who were not at that 
meeting should know that this fine clinic 
was given by Dr. Duke, of Kansas City. 





YAVAPAI COUNTY CASE RECORD 
DISCUSSIONS 


The Yavapai County Medical Society has 
agreed to supply their discussions of the 
Case Records of the Massachusetts General 
Hospital for publication in this journal. It 
will be a feature which we heartily com- 
mend to the attention of all county society 
program committees. The Yavapai County 
society has developed a continual postgradu- 
ate study which is worthy of emulation by 
any similar organization. The full details 
of their plan was published in the October 
issue of this journal, with an illustrative 
discussion. 

By comparing their discussions with those 
of the staff of the Massachusetts General 
Hospital, an excellent idea of the fine type 
of work being accomplished in Yavapai 
County will be obtained. 


Any one of the small county societies in. 


the state could well afford to spend one or 
two evenings a month in studying, and an- 
alyzing these or similar case records, and 
then comparing their analyses with those of 
eminent clinicians elsewhere. There will be 
no value in a perfunctory and cursory study 
of such cases. They require to be STUDIED, 
with written analyses and then presenta- 
tion of such clinical analyses by mouth be- 
fore a grouo of other physicians. Such a 
type of meeting will be far more helpful in 
the development of diagnostic ability, clini- 
cal analyses, and management of patients, 
than listening to any number of papers, no 
matter how eminent the authors may be. 
* Try it, county societies. 
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THE DOCTOR AND THE LAW 


The complexities of medical practice 
would not appear to be so great as to re- 
quire special attention to their legal phases. 
Yet, ‘n many instances, it behooves the doc- 
tor to become acquainted with the legal as- 
pects of his practice, and these aspects are 
of sufficient importance to justify a course 
in medical law in every medical school. One 
or two noteworthy instances have come to 
our attention recently. 

A group of doctors in Arizona were once 
told by an excellent authority that a cor- 
poration could not practice medicine and 
therefore could not be sued for malpractice, 
with the suggestion that any doctor could in- 
corporate and thereby escap2 malpractice 
suits. Yet we have recently seen an incorpor- 
ated medical clinic sued for malpractice; the 
suit was lost but the attorneys’ fees were 
nearly $800.00. The corporation had proceed- 
ed on the belief that it could not be sued—and 
did not carry corporation insurance,—but it 
was sued! If there is any incorporated 
group of doctors in this state who are rely- 
ing in this belief, it would behoove them to 
discard such a notion and secure insurance 
protection. 

Another striking example of serious loss 
because of a legal technicality is the in- 
stance of Dr. Chenoweth of Nogales, who 
relied on straightforward dealings, and the 
integrity of the people served,—and who is 
the loser to the extent of $10,000, because 
of a law of whose existence he knew nothing: 
that when asked to do so, he must file his 
itemized bill against an estate within ten 
days of the demand. He exceeded this 
period, and the Supreme Court, while not 
denying the justice of his claims, decided 
that they could only follow the law,—how- 
ever much it might work injustice to an 
individual. It would seem that in order to 
practice medicine safely and secure his just 
compensation for his work, a doctor will 
need to be a lawyer, as well. County soci- 
eties might well incorporate into their 
studies of clinical medicine, a course in ele- 
mentary law as it relates to their work and 
compensation therefor. 





OUR TWELFTH YEAR 

(This editorial was more or less “scram- 
bled” by the composer, when it ap- 
peared in our last issue. For fear that it 
may not have been entirely comprehensible 
to our readers, it is reproduced here in its 
proper order): 

This issue starts Volume XII, complet- 
ing the eleventh year of publication of 
SOUTHWESTERN MEDICINE. So far as 
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we can ascertain, there is universal satis- 
faction among the constituents of the 
four organizations interested in this jour- 
nal. With the aid of the Cooperative Medi- 
cal Advertising Bureau of the American 
Medical Association, the journal is self- 
supporting. The subscription fees collected 
from the members of the four organizations 
owning the journal have allowed us to fur- 
nish the cuts for all illustrations submit- 
ted, without cost to the authors, except in 
one instance when the cost in excess of fif- 
ty dollars was charged to the author. 

The journal has been able to publish all 
the material obtainable from any of the 
state or county societies. The chief weak- 
ness of the journal is the failure of the 
county and state officers to use the journal 
as their medium of communication, for the 
publication of their transactions and scien- 
tific products. There is no single county 
society in Arizona or New Mexico which 
avails itself fully of this privilege, and the 
journal will never be truly representative 
until this is done. 

For our advertisers, we ask our readers 
to bear in mind this fact: The cost of pro- 
ducing the journal is about thirty cents a 
copy; the subscription price is $2.00 a year: 


the balance of the cost of production is paid 
by our advertisers. Each subscriber to this 
journal, therefore, is being paid about $1.50 
a year by our advertisers for the privilege 
of presenting to him the information about 


their products. Common honesty and 
courtesy demand that each subscriber give 
respectful attention to these advertise- 
ments, because the privilege of presenting 
them has been bought from each subscriber 
—and paid for. Think it over. 


Vv 





INSERTED LEAFLET ON TUBERCU- 
LOSIS 

Through special arrangement with the 
Arizona Anti-Tuberculosis Association, a 
special leaflet, giving reviews of articles on 
tuberculosis, will be distributed with this 
journal, during 1928. This is a part of the 
campaign of the National Tuberculosis As- 
sociation to'encourage the early diagnosis 
of tuberculosis. This journal is glad to use 
this leaflet, both because we believe in this 
campaign, and also because the material 
which will be presented in this way will be 
of value and interest to our readers. 





GRAHAM COUNTY MEDICAL SOCIETY 
(Arizona) 

The physicians of the fertile Gila Valley 

perfected the organization of the Graham 

County Medical Society, at a meeting held 
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at Safford, on Friday evening, February 
tenth. 

Dr. W. W. Watkins, of Phoenix, councilor 
for the middle district of the Arizona State 
Medical Association, was present and offi- 
cially received the new organization into af- 
filiation with the State Association. 

An excellent dinner was enjoyed by the 
six physicians of the valley, as a prelimi- 
nary to the organization. This dinner was 
served by the Safford Cafe. The meeting 
then ' adjourned to the office of Dr. J. 
W. Morris, where the organization was per- 
fected. The constitution of the American 
Medical Association for county societies 
was adopted, with the proviso that it would 
be modified to suit local needs. 

The following physicians of Gila Valley 
are the charter members of this new or- 
ganization: 

James W. Morris, Safford, Ariz., graduate 
of Memphis Hospital Medical College, 1894, 
licensed in Arizona in 1919. 

H. W. Squibb, Safford, Ariz., graduate 
of Washington University, St. Louis, 1915; 
licensed in Arizona in 1925. 

Geo. W. Langdon, Safford, Ariz., gradu- 
ate of University of Colorado, 1914; li- 
censed in Arizona in 1927. 

J. Newton Stratton, Safford, Ariz., grad- 
uate of Southern Methodist University of 
Texas, 1907; licensed in Arizona in 1907. 

Wm. E. Platt, Thatcher, Ariz., graduate 
of University of Louisville, 1904; licensed 
in Arizona in 1903. 

R. C. Dryden, Pima, Ariz., graduate of 
Missouri Medical College, 1880, licensed in 
Arizona in 1909. Dr. Dryden was one of 
the charter members of the Arizona Terri- 
torial Medical Association in 1892; he then 
was away from Arizona for a number of 
years, returning in 1908. 

The officers elected to serve druing 1928 
were as follows: 

J. Newton Stratton, Safford, President. 

Wm. E. Platt, Thatcher, Vice-President. 

Geo. W. Langdon, Safford, Secretary- 
Treasurer. 





MALARIA A MENACE TO THE IRRI- 
GATED SOUTHWEST 

Several districts in the Southwest, partic- 
ularly in southern Arizona, have advertised 
their freedom from malaria as one of their 
great assets. It must be recognized that 
there is nothing in the climatic conditions 
of the Salt River Valley, or other irrigated 
districts of the southwest, which prevents 
malaria from flourishing there, once it is 
introduced. We have never yet seen any 
authoritative statement that these districts 
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are free from the anopheles mosquito. If 
the anopheles mosquito is present or should 
be introduced, the passage of thousands of 
tourists from the malaria districts of the 
south, will supply the only other necessary 
fector to the establishment of malaria in 
those sections. We have an example of this 
in the experience of Dona Ana County in 
New Mexico, and, what is of more import- 
ance, a fine example of what will have to 
be done from the public health standpoint 
in any district where malaria becomes es- 
tablished. We quote from the weekly bulle- 
tin of the New Mexico Bureau of Public 
Health of January 24, outlining the situa- 
tion in the Mesilla Valley which is irrigated 
by the Elephant Butte dam: 


Facing a disagreeable situation frankly and tak- 
ing prompt action to ameliorate it is an ideal of 
sanitary practice not always attained. Dona Ana 
County, however, seems likely to set a mark for 
the rest of us to aim at. In a comprehensive re- 
port on malaria to the County Commissioners, Dr. 
C. W. Gerber, the County Health Officer, gives ev- 
ery evidence that he “knows where he’s going.” 
Since the report was made, public sentiment has 
been taking shape and definite action to meet the 
enemy on all fronts will doubtless be taken this 
year. 

“Prior to the summer of 1925” says the report, 
“few, if any, cases of malaria were encountered in 
this county. It is substamtiated history that, ab ut 
50. years ago, malaria was prevalent here during a 
period of about 5 years. This seemed to be occas- 
ioned by the migration of people coming from the 
malaria infested states or countries and the facility 
which floods and a changing river course gave for 
the breeding of the malaria-carrying mosquito. 


“There is evidence that this species of mosquito 
has always been in the county in greater or less 
numbers, but the drainage canals with their iarge 
and extensive growth of grasses and weeds, with 
a few remaining undrained surface areas, have be- 
come ideal places for the breeding of mosquitoes of 
various species. 


“The first cases of maliria reported were in 1925 
and they were located in the Dona Ana section. In 
1926, the cases increased 450 per cent. In 1927 the 
increase over 1926 was 1300 per cent. Later evi- 
dence showed quite an additional number not re- 
ported and not included. During 1925 and 1926 
these cases were practically confined to the Dona 
Ana and Hlil sections, with a few in West Pi- 
cacho. During 1927, the Dona Ana, Hill and West 
Picacho districts showed the heaviest infection, and 
later in the season, cases appeared in scattered 
areas south, as far as Mesquite. 


“In most instances these new outbreaks could be 
traced to the migration of an infected individual 
from one of the heavily infected areas. Later in 
the season the Rincon Valley, from Hatch to Gar- 
field began to report cases. The variety of mala- 
ria found here was the “Tropical,” a very much 
more severe, and sometimes fatal, form, while the 
variety found in the Mesilla Valley was the Be 
nign Tertian or common type. 


“The first cases appeared unusually early in- 


the year, as relapses from infections occurring in 
the previous year and were soon followed by cases 
of new infection. As the season advanced—the 
first weeks of June—cases appeared more frequent- 
ly and in larger number so that the latter part of 
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July showed the disease in what would be consid- 
ered epidemic form. It held its rate until the first 
of November when reduction began. 

“The malaria mosquitoes were found breeding 
very heavily in drainage canals in the regions 
where the disease was first manifested. They 
were also found in other sections of the country; 
and wherever an infected person migrated, the 
disease appeared sooner or later. The malaria 
mosquito has been observed and its larvae have 
been found during the months of January and 
February, showing that our winter weather does 
not become seVere enough and that there is ample 
protection for the larvae, so that winter killing can 
not be depended upon to eradicate them. 

“The proposed plan for eradication of the ma- 
laria mosquito and the sterilization of the blood 
of these infected —covering the two_ factors 
which preclude the prevalence of malaria-involves: 

1. The use of larvicide (a poison to kill the 
“wiggle-tails.) 

2. The use of “top minnows” (to eat the “wig- 
gle tails.’’). 

3. The preventive and curative use of quinine. 

“It must be understood that any one of these 
methods, if 100 per cent effective, would accom- 
plish the eradication of malaria; and it must fur- 
ther be understood that, owing to various uncon- 
trollable conditions, no one can be 100 per cent 
effective. Therefore, a combination of all three 
gives the highest possible degree of efficiency.” 

There follows a carefully detailed plan for the 
application of these three measures, based on stud- 
ies made by Dr. M. A. Barber of the U. S. Public 
Health Service during his two visits to Dona 
Ana County. 





GRANT COUNTY (N. M.) MEDICAL SOCIETY. 
(December 16, 1927.) 

Instead of the regular monthly meeting for De- 
cember, a dinner and dance was given by the So- 
ciety to the members and wives of members on 
the night of December 16th, at the Cottage Sani- 
torium. Thirty-seven plates were prepared. The 
dinner was delicious and abundant and thoroughly 
enjoyed by all present. After the dinner, ten 
couples repaired to the Elk’s Hall for the dance. 

The officers for the ensuing year were elected 
after the dinner: 

Dr. N. D. Frazin of Silver City, N. M. was elected 
president. 

Dr. J. E. Lacy of Fort Bayard, N.M. vice-presi- 
dent. ‘ 

Dr. R. W. Danielson of Hanover, N.M., Secy., and 
treasurer. 


oO 


DOCTORS LICENSED TO PRACTICE 
IN ARIZONA 


The Board of Medical Examiners of Ari- 
zona report the following doctors licensed 
to practice in Arizona, at the meeting of the 


Board in Phoenix, January 3 and 4:— 

Dr. Carl A. Anderson, graduate of Univ. of Minn. 
1905, by reciprocity with California; located in Tuc- 
son. 

Dr. Benj. M. Berger, graduate of Univ. of Louis- 
ville 1908, by reciprocity with Pennsylvania; lo- 
cated in Phoenix. 

Dr. Joseph P. Chiasson, graduate of Loyola Univ., 
Chicago, 1916, by reciprocity with Illinois; located 
in Phoenix. 

Dr. Roland A. Davidson, graduate of Long Island 
Hospital Medical College, by reciprocity with U. S. 
Medical Corps; located in Tucson. 

Dr. Wm. Lowe, graduate of New York Univer- 
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sity. by reciprocity with New York; located in 
Phoenix. 

Dr. Arthur C. Jordan, graduate of Harvard Medi- 
cal College 1925, by reciprocity with National 
Board of Medical Examiners; located in Phoenix. 

Dr. Geo. W. Langdon, graduate of University of 
Colo. 1914, by reciprocity with Colorado; located 
at Safford. 

Dr. L. A. Mahone, graduate of Talledega College 
1924, by reciprocity with Illinois; located in Phoe- 
nix. 

Dr. John H. Patterson, graduate of Eclectic Medi- 
cal College, by examination; located in Phoenix. 

Dr. Rupert B. Raney, graduate of Creighton Col- 
lege of Medicine 1927, by examination; located in 
Phoenix. 

Dr. Edward L. Sudlow, graduate of Western Re- 
serve School of Medicine 1927, by examination; 
located in Bisbee. 

Dr. A. B. Thompson, graduate of Howard Univer- 
sity College of Medicine 1926, by examination; lo- 
cated in Tucson. 

Dr. Joseph W. Davis, of Aguilar, Colo., graduate 
of Univ. of Kansas in 1906, was licensed by reci- 
procity with Kansas. 

Dr. John I. Mitchell, of Salem, Ind., graduate of 
Louisville Hospital College of Medicine in 1880, 
was licensed by reciprocity with Indiana. 

Dr. John P. White of New Orleans, graduate of 
Tulane University in 1909, was licensed by reci- 
procity with Louisiana. 

Dr. Claude E. Putnam of Oklahoma City gradu- 
ate of Memphis Hospital Med. Coll. in 1909, was 
licensed by reciprocity with Tennessee. 

Dr. W. S. Wilkinson of Dawson, Texas, graduate 
of Univ. of Texas in 1905, was licensed by reciproc- 
ity with Texas. 

Two applicants failed in examination and three 
applicants for license by reciprocity were rejected. 





CONTAGIOUS DISEASES IN EL PASO 
DURING JANUARY 


The following contagious diseases were re- 
ported in E] Paso for the month of January: 
Typhoid Fever 4 
Small pox 
Measles 
Scarlet Fever 
Whooping Cough 
Diphtheria ' 8 

Below is given a comparison of the deaths 
from these contagious diseases in the month 
“4 January, for the years 1923 to 1928, in- 
clusive: 











24 26 26 27 28 
Typhoid Fever ce eS abet 1 
Sms!l pox FEN gh ee, 4h A ale eto 
Measles ae 1 . 28 3 
Scarlet Fever 

Whooping Cough tats 

Diphtheria 2 


Tot; 4 





El. PASO COUNTY MEDICAL SOCIETY 
MEETINGS 


(January 9) 

The first meeting of 1928 was held January 8. 
The retiring president, DR. E. B. ROGERS, gave 
a resume of the year’s work. He commented espe- 
cially on certain phases of medical ethics that are 
apt .o be neglected where consultations are held. 
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The value of friendship of one colleague for anoth- 
er he considered far above the monetary returns 
for cases secured in an irregular way. He cited 
the excellent cooperation given by the local society 
at the convention of the Texas State Medical As- 
sociation and at the meeting of the Medical & 
Surgical Association of the Southwest. Some 
$5,000.00 were contributed by the El Paso County 
Society to meet these various convention expens- 
es. He regarded the postgraduate value of the 
Southwestern meeting as inestimable to those who 
took advantage of the lectures. He believes that 
El Paso will soon have a medical arts building 
and cautioned the local men against renewing long 
leases. His address was discussed by Drs. Laws 
and Werley. 

DR. F. D. GARRETT read a paper on “Chronic 
Non-Specific Colitis.” He regards the B. coli as 
the offender in the terminal phase of the disease. 
If the disease has been specific in origin, the nat- 
ural intestinal parasites of the usual saprophitic 
type eventually assume a pronounced pathogenic 
role. The course of the ulcerative colitis is per- 
sistent, stubborn and very likely to terminate fa- 
tally if unrelieved. Anemia, weakness, toxemia, 
loss of appetite and excessive diarrhea present a 
fairly constant clinical picture. Roentgonograms 
usually show hypermotility and loss of haustral 
markings. Pathologically the gut appears extreme- 
ly indurated, tube like, and lined with fairly large 
deep ulcers, or occasionally a miliary ulceration is 
found. Healing and scarring permanently destroy 
much of the normal anatomy. The treatment is 
rest, a high protein diet, free of fibrous residue 
and colon lavage with mildly astringent drugs. 
Colostomy or ileostomy are to be avoided if pos- 
sible. These are resorted to only in extremely re- 
sistent and toxic cases. Vaccines or vaccines fol- 
lowing protein shock with milk injections, some- 
times give beneficial results. 

Drs. Werley, Haig, Laws, Leigh, E. B. Rogers, 
Strong and Casellas discussed the paper. 

DR. E. J. CUMMINGS, president-elect, gave the 
report of the Medical Arts Committee which was 
decidedly optimistic over the prospects of having a 
new medical home. 

DR. W. R. JAMIESON reported a case of car- 
cinoma of the right ovary, and exhibited the path- 
ological specimen. (This case report is published 
elsewhere in this journal.) 


January 16 

The annual meeting of the El Paso County Medi- 
cal Society was held at the William Beaumont Gen- 
eral Hospital on January 16, 1928. 

The meeting was called to order by Col. Miller 
and a short address welcoming the El Paso physi- 
cians pointedly called attention to the mutual bene- 
fit of a close relationship that now exists. The 
fact that over half of the patients are from the 
Veterans’ Bureau necessitates close co-operation 
with civilian doctors. 

The first half of the program was devoted to 
surgical cases under MAJOR WRIGHT, Chief of the 
Surgical Service. 

The first patient was presented by CAPT. HUT- 
TON. On December 15, a sergeant at the hospital 
was admitted and operated on for a suppurative 
appendicitis with general peritonitis. The abdomen 
was full of pus and the ruptured appendix was re- 
moved. A drain was left in situ. The patient was 
comfortable for 48 hours when evidence of ex- 
treme distention appeared. A duodenal tube was 
passed and the gas was quickly relieved. The pro- 
cess was repeated later in the day with relief, but 
eleven inches of the tube was broken off in the 
stomach with the bucket attached. Gastric lavage 
was then carried out every four hours with weak 
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soda bicarbonate solutions. On the 19th about 575 
c.c. of duodenal contents were aspirated, showing 
that there was complete intestinal obstruction. In 
view of the fact that so much pus had been pres- 
ent in the abdomen an acute paralytic ileus was 
thought most likely. Gastric lavage every hour for 
24 hours began to show clear fluid returning. 
Usually there were from 50 to 200 c.c. left in the 
stomach. On December 21, the patient had sev- 
eral copious bowel evacuations. The same evening 
the patient had three tetanic convulsions of un- 
usual severity. Believing that these convulsions 
were due to low blood calcium and sodium chloride, 
a blood chemical examination was done, confirm- 
ing these suspicions, and these salts were at once 
started. Five c.c. of a ten per cent solution of cal- 
cium chloride and normal saline were given by 
vein and especially large amounts of the saline 
with glucose. The tetany rapidly subsided. On 
Christmas eve the tube that had broken off, passed 
intact. Convalescence is now well established. 

CASE 2. This case was sent to William Beau- 
mont by DR. VARNER with a diagnosis of par- 
tial intestinal obstruction due to a right sided 
strangulated hernia. When the patient was admit- 
ted he complained of pain only when the right 
inguinal canal was explored with the finger. A 
mass was felt on the middle, left upper surface of 
bladder. The leucocytes were 20,000, so surgical 
treatment was deemed urgent. The right inguinal 
canal was opened but only a small band near the 
cecum was found. The appendix was removed 
through the incision. A mass was easliy palpable 
on the left side through the opening. A mid line 
opening was then made and a portion of the ileum 
was found incarcerated in a sac between the urachus 
and the obliterated hypogastric vessels. The ileum 
was gangrenous and a lateral anastomosis was 
necessary. The hernial sac was removed and then 
closed with spiral purse string sutures. Conval- 
escence was stormy but recovery now seems as- 
sured. In commenting on the case Capt. Hutton 
said that up until 1908 only 16 cases had been re- 
ported. 

CASE 3. MAJ. NEWSOM, Dental Corps, report- 
ed a rare tumor at the site of an unerupted third 
molar. It had evidently been, originally, a dental 
follicle. Some years previously the patient had had 
an alveolar abscess in this location. At the time 
of admission the soldier complained of some pain 
and swelling. An attempted dental removal re- 
vealed a tumor mass of hard enamel and seques- 
tra. The wound was packed with gauze and x- 
rayed. The hard tumor was seen to extend to the 
floor of the antrum. Under general ether anes- 
thesia the entire mass was entirely removed. The 
pathological report classed the tumor as a non- 
malignant growth. In commenting on the case, 
Maj. Newsom said that these tumors nearly always 
occur in people under 25 years of age. The patient 
in this case however was 29 years old. 

CAPT. STAMMEL, roentgenologist at Wm. Beau- 
mont General Hospital, showed several interest- 
ing cases. Compressed fractures of the vertebra 
were briefly discussed as to their mechanism and 
as to diagnosis by lateral roentgenograms. Six 
cases varying from single fractures to complete 
telescoping of several vertebrae were in the group. 
One old case of cervical injury with compression 
was included in the group. Two cases of Perthe’s 
disease in young recruits were shown. These cases, 
doubtless of several years standing, complained 
of pain when riding horseback. Two cases of 
Paget’s disease were shown and contrasted to 
syphilitic disease of the lower extremities. The 
roentgenogram of the lower extremities of a mail 
carrier with osteochondritis obliterans revealed ex- 
tensive bone resorption. One case of metastatic 
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sarcoma of the lung with terminal gangrene was 
shown in the various stages of development by 
serial films. 

The medical program was in charge of MAJ 
DALY, Chief of the Medical Service. 

The psychiatrist, CAPT. PRATT, exhibited a case 
of spasmodic torticollis with some contracture of 
the muscles of the right shoulder girdle. The pa- 
tient was 56 years old and gave a history of a 
primary affection some years ago that probably 
started as rheumatic. In 1924 the conditions thai 
are now present started after a hard day’s work in 
a harvest field. The head is in continuous rota- 
tion with a spastic rigidity of the right shoulder 
muscles. There is no atrophy. Since the case can 
be temporarily controlled, Capt. Pratt considered 
the case psychogenic, as there appeared to be two 
determinants,—compensation and suggestion. 

The second case presented was that of a Vet- 
eran’s Bureau patient with a lower leg amputation. 
In 1916 the patient suffered a septicemia while on 
the border and has been practicaly dependent ever 
since. Recently when urged to work he suddenly 
became tremulous, partly paralyzed and bedridden. 
The right side appeared spastic. He appeared able 
to walk and control himself if handled sternly. 
This was also classed as psychogenic. 

A third case of a negro with pseudo-paralysis 
following an accident, belonging to this class of 
cases, was also exhibited. 

The remainder of the scientific program was de 
voted to a discussion of postmortem material. 


An excellent plate lunch was served by the genial 
hosts and the meeting was declared very profit- 
able, medically and socially. 


January 23 

On January 23, DR. HARRY LEIGH presented a 
paper on “Elective Interference in Obstetrical 
Practice.”’ The paper defined elective interference 
as the deliberate shortening of pregnancy or labor 
itself. Anomalies of the powers, the passages and 
the passengers which might be benefited by inter- 
ference were dealt with in detail. When the moth- 
er or the baby could not be benefited by interfer- 
ence, the practice must be classed as meddlesome. 
Special distress was placed on post-maturity, old 
primiparity, distention of the uterus by hydramnios 
or twins, multiple fibroids, prolonged false pains 
at maturity and dissipation of strength due to long- 
standing tuberculosis and secondary anemias and 
the consequent weakening effect on the powers. 
Malpositions, especially deflexion attitudes and oc- 
ciput posterior positions, were discussed with the 
idea of benefit by interference. In the discussion 
of anomalies of the passages, the importance of 
correct measurements, medical and obstetrical his- 
tories, and extremely large pelves are often mini- 
mized or neglected. Placing an indication for in- 
terference requires a careful study of the condi- 
tions. Conservative obstetrics might be good prac 
tice in one environment and with one man while 
in better surroundings and with a skilled obsteiri- 
cian, the practice might be considered needlessly 
dangerous to the fetus or attended with unwarrant- 
ed pain to the mother. As to the mode of termin 
ating pregnancy, the simplest methods were advo- 
cated, such as oil and quinine .If necessary the 
use of the hydrostatic bags are to be recommend- 
ed. Pituitrin was not advised for induction. The 
maneuvers to aid the second stage are varied as 
are the conditions found. Everything from low out- 
let forceps to version or cesarean section may be 
judiciously used if indicated. In no sense were thé 
aids to the art. minimized, but rather urged to be 
employed wherever possible. 

Lantern slides of various condtiions were shown? 
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to emphasize the importance of a careful study of 
obstetrical cases. 

DR. J. A. RAWLINGS opened the discussion by 
saying that he advocated conservatism but thorough- 
ly recommended interference when definitely in 
line with the content of the paper. The use of the 
hydrostatic bags he recommended in delayed dila- 
tation. Version in the hands of a competent oper- 
ator he considered good obstetrics in many condi- 
tions. 

DR. H. T. SAFFORD seconded a warning on the 
use of version, citing the report at Hotel Dieu, fifty- 
six per cent of fetal deaths were recorded against 
one-half per cent when forceps were used. 

DR. SWOPE reported a case of carbon monoxide 
poisoning as a cause of cessation of pains in a 
room where a charcoal brazier was burning. He 
also reported two cases of twins where one baby 
had died several months prior to delivery of a 
full term second fetus. The dead fetus in each 
ease was enclosed in a separate envelope of mem- 
branes. 

DR. BRANCH revorted a case of trinlets where 
one child had died and had been carried several 
months until the birth of the twins. 

CAPT. CRATG asked about the essayist’s experi- 
ence with Kielland forceps. 

In closing the discussion, DR. LEIGH called at- 
tention to the danger of serionslv considering fi- 
vres on death rates from version because in most 
eases forceps had been attemnrted and failed. the 
fetus was often dead and no other means of deliv- 
erv was convenient, the onverators were unskilled. 
and no definite knowledve of measurements were at 
hand. Version should not be used if the overator 
is not thorvogchly familiar with the technic. An- 
alvtical studies have cavsed many of the conserva- 
tive teachers of obstetrics to make more use of 
version. 


(January 30) 

El Paso County Medical Society held its regular 
weekly meeting January 30, 1928, with 28 members 
present. 

After call to order by the president. Dr. E. J. 
Cummines. the secretarv-treasurer. Dr. George Tur- 
ner, read the minutes of the former meeting, which 
were approved as read. 

A letter of apvreciation for flowers and courte- 
sies extended tv members of the Societv at the 
funeral of the late Dr. R. A. Wilson. was read. 

CLINICAL CASES 

DR. E. A. DUNCAN presented cases as follows: 

1. Mrs. W, nurse, complained when I first saw 
her of headache and vomiting; nothing in family 
history or previous history that has any bearine on 
vbresent trouble On Sept. 16, 1927, she bumped her 
head on a cupboard door, and on the following dav. 
Sept. 17th, she suddenly developed a severe head- 
ache, followed shortly afterwards by vomiting She 
had no fever but pulse was slow. This condition 
continued until Sept. 21st, when I saw her. with 
Dr Pickett. The picture was one of typical menin- 
Ritis, without fever, but with violent headache, vom- 
iting, slow pulse, stiff neck, bilateral choked disk. 
There was no reflex or sensory disturbance. Co- 
ordination was not tested, but there was no reason 
to suspect impairment. Spinal puncture was done 
and bloody fluid obtained; no other finaings ex- 
cept that it was bloody. Through this she got very 
Prompt but not entire relief from headache. For 
four days the vomiting ceased, then the headache 
returned and vomiting began again. Another spinal 
Duncture was done and bloody fluid again obtained. 
This afforded relief and no further spinal punc- 
tures were made. 

When patient got up, Oct 1st, there was marked 
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incoordination of right arm and leg Examination 
on Oct 20th showed marked incoordination with- 
out loss of power, choked disk unchanged, speech 
very thick and hesitant She gradually improved 
from this time on until Nov 14th, when I had the 
opportunity to look her over again At this time 
there was very little change in her condition. She 
walked very hesitatingly, with stiff gait on her 
right side, though she stated she had better use of 
her right arm than before. I could not see very 
much difference in it when I put it to tests for 
coordination. Choked disc was now decidedly less, 
two months after the onset. She had at that time 
some frontal headaches, perhaps two or three times 
a week On Jan. 4th, there was a very decided im- 
provement, much less incoordination, she was able 
to do her housework, could sew, but gait was still 
slightly uncertain. She volunteered the informa- 
tion that she had trouble in brushing her teeth, 
which is a very characteristic sign of cerebral le- 
sion. When she brushed her teeth, she would be 
very apt to brush her face. I have not seen her 
since that time until tonight. She is now almost 
as good as she could be as to gait. There ts a 
little incoordination on the right side. You wil! 
notice she cannot perform rhythmic, reversing 
movements; speech is now perfectly normal. 

The case was evidently one of meningeal hemor- 
rhage. It is very difficult for me to make a differ- 
ential diagnosis between cerebral hemorrhage and 
that from the meninges. The ordinary type of 
meningeal hemorrhage we see is the hemorrhage 
of the new born. Trauma is the next common 
cause. It can occur in violent acute infections in 
children, such as scarlet fever. The hemorrhagic 
form of epidemic meningitis is very rare. At the 
time we first saw her we thought she had a tu- 
berculous meningitis until the matter of the bloody 
fluid turned up, but the fact that she had no fever 
spoke against it. Hemorrhage with whooping cough 
is a mechanical cause in children, and with adults 
when of meningeal origin, is more apt to be due 
to what is called pachymeningitis hemorrhagica in- 
terna. It is a disease very uncommon in healthy 
individuals, and very much more common in pa- 
tients in institutions for the in@ane, or patients 
poisoned by lead, cases of chronic alcoholism, etc. 
The injury is the only possible cause I know of. 
She was struck on the vertex and the localization 
was in the right cerebellar hemisphere. The dif- 
ferentiating symptom from ordinary cerebral hem- 
orrhage is the meningeal irritation. I think this is 
the most important sign. Diagnosis was established 
by the bloody fluid. It is a very difficult matter to 
differentiate bleeding from tumor, paritcularly in 
the presence of choked disk, which might have ex- 
isted before, but her steady improvement, entire 
lack of symptoms, speaks very much against any- 
thing of that sort 


Treatment: Spinal puncture. 

Prognosis: Ordinarily not good. However, in this 
particular case, since the improvement has been 
uninterrupted and she is in perfect health except 
for this incoordination in the arm, there is no rea- 
son why she should not make entire and perfect re- 
covery. She was relieved by spinal puncture. I 
think she is going to get perfectly well; the 
choked disk has gone, she can walk, look after 
her housework and do everything she could before. 

Q. How much blood did you withdraw? 

Something like 20 to 30 cc. 

Q. What is her blood pressure? 

She has a low blood pressure, no elevation at all. 


CASE 2 


A. B., age 19, patient of. Dr. Armistead; sent 
to me with the complaint, “weak hands.” Family 


‘history of no importance. 
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Personal History; been a mouth breather all his 
life; tonsils and adenoids taken out in 1920; at 
times nervous and tremor attacks when excited. 
Was told in Fort Worth in 1925 that he had pel- 
lagra, on what basis I cannot say. 

Present ilness: states he has been weak all his 
life, especially in his hands; cannot carry heavy 
weights in his hands but can do so if he can put 
them back on his wrists . Has been employed in 
railroad shops and instead of picking up the hig*- 
er weights, he would pull them back until he could 
carry them on the muscles of his forearm; has 
never been able to close his jaws on account o?f 
malocclusion of his teeth; with all his teeth out 
he is still unable to close his jaws. When ques- 
tioned as to whether he has always had a thin 
face, he is uncertain, but in a series of pictures 
taken from the time he was a small infant, up to 
17 years of age, it is evident that the atrophy ap- 
peared between the ages of nine and thirteen. 

Physical examination: Is a mouth breather; has 
a very high arched palate, under-developed nose, 
accumulation of sticky saliva in his mouth; there 
is a severe atrophy of all the muscles in the face. 
those of expression as well as those of mastication. 
and of the forearms. Tendon reflexes of arms are 
absent, no other part of the body involved. 


This is not a nervous disease. Myotonia atrophica 
is evidently present in both hands. This is not 
Thomsen’s disease, as all his muscles go into con- 
traction when he tries to use them and they grad- 
ually relax. This is myotonia atrophica; a very rare 
thing and probably different entirely from Thom- 
sen’s disease ,in which atrophy is rare. His fore- 
arms are distinctly atrophied, particularly in this 
flexor group. When he gets his grip, he cannot 
relax it; once the muscles contract he does not re- 
lease them quickly. With the absence of reflexes 
in his arm, he must have some involvement of 
the biceps and triceps because their reflex contrac- 
tions ought not to be absent. His legs are as nor- 
mal as anybody’s. Sensation is present. The mal- 
occlusion of his jaws, he says, is not due to this 
muscular difficulty. I think it is a congenital de- 
fect. Kennedy, ,of New York, says all these pa- 
tients seem as though they came from the same 
family; they all have the typical long jaw and nar- 
row face and they all have atrophy about the mus- 
cles of the cheek. This is a rare disease. I have 
tried to dig out what I could in the literature. It 
was first described in 1902, in Paris, by a French- 
man or Italian named Rossolimo. He reported two 
or three cases. Later. an Englishman dug out 20 
cases, which, though described under different ti- 
tles, presented unmistakable features of this dis- 
ease. So far as I know only two cases have been 
reported in America. 

The only treatment is gymnastics and massage. 


Prognosis: Good for life; there is 
chance of arrest as the process halts. 

DR. BRANCH presented a clinical case. Child 
six years old, born with absence of right forearm, 
the only one of seVen children in any way de- 
formed at birth . The mother gave history of reach- 
ing up to hang up clothes on a rather high clothes 
line at the time of carrying this child. At its birth 
she was attended by a mid-wife, after which the 
attending doctor reported the miniature arm, which 
was something like the length of a normal index 
finger. The arm at birth was healed as perfect as 
it is now. This is the second case I have seen. I 
delivered a baby some years ago with its fingers 
off. 

Ques. Was the arm perfectly healed when born? 

Ans. Yes, it was just like it is now. 

Ques. Was there any history of accident? 

Ans. The only history I can give is that the 


always a 
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mother was hanging out clothes on a clothes line 
over her head while she was carrying this baby. 

Ques. How much control has she over the 
stump? 

Ans. She can 
the other arm. 

What could I promise the child or the mother 
in regard to an artificial arm? 

It was the general opinion that if an artificial 
arm was worn, it would have to be changed with 
the increasing age of the child and that it would 
hardly be worth while to urge such an appliance 
until the ch‘ld reaches the age of fourteen or fif- 
teen years. 

DR. G. WERLEY read a paper on “Auricular 
Fibrillation” citing cases which had come under 
his practice, and explained electrocardiograph 
readings. 

Discussion was opened by Major Haig, of the 
William Beaumont General Hospital, and closed by 
Dr. Werley. 

Application for membership of Dr. John E. Mor. 
rison, which had been passed upon by the Board 
of Censors was presented and after proper motion 
was made and passed, Dr. Morrison was admitted 
to membership. 

Application for membership from Dr. J. J. Gor- 
man was read and directed to be referred to the 
Board of Censors. 

Dr. P. R. Outlaw, City Health Officer, reported 
the presence of malaria in Dona Ana County, New 
Mexico, and stated that the number of cases had 
increased from 450 last year to 1350 at the present 
time. He asked suggesitons which might aid in 
preventing tre disease in El Paso. The suggestion 
was made that he discuss the matter with the 


flex it apparently the same as 


County Health Officer and the Public Health Serv- 
ice representative and report further at the next 
meeting. 

Motion was made, seconded and passed that flow- 


ers be sent to .Dr. Hugh Crouse, who had been 
seriously ill. 

Dr. W. L. Brown spoke in regard to a suit which 
has been filed against the estate of Dr. Richmond 
on account of a neglected burn. He stated that he 
is thoroughly acquainted with the situation; that 
the man was burned seriously and had a severe 
case of sickness following. Dr. Richmond acquaint- 
ed him with the case and consulted him about it 
on numerous occasions. He carried insurance in 
the Fort Wayne society and told him he met the 
agent of the society in San Francisco and the agent 
assured him and the patient that when he was able 
to return to work the damages would tbe taken 
care of without any suit benig filed against Dr' 
Richmond. The agent not only told Dr. Richmond 
that but also told the patient. The patient hap 
pens to be a man he knows very well and he came 
over and consulted Dr. Brown about it several 
months ago. He advised very strongly against his 
filing suit and told him to try and obtain settle 
ment with the insurance company. He went to 
Chicago with that purpose in view, but the insur: 
ance company took the position, it is reported, tha: 
the illness was not caused directly by the burn, 
but to an infection that ensued following the burt, 
which, of course, is just a technical way of getting 
out of paying the claim. 

It was suggested that a committee be appointed 
to find out definitely what stand the insurance 
company takes in the matter and then take it up 
with them direct and ascertain their attitude. 

After considerable discussion it was deemed ad- 
visable to wait until further data has been received 
which Dr. Cummings said he would probably have 
in a few days. 

No further business coming before the meeting, 
adjournment followed at 10 p. m. 
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ARIZONA DEACONESS HOSPITAL 
(Phoenix ) 
(November 1927, Staff Meeting) 

The staff of the Arizona Deaconess Hospital 
met Monday evening, Nov. 28, at the hospital, with 
twenty-two doctors in attendance. 

The minutes of the last council meeting were 
read and the chairman of the staff announced the 
committees which will serve for the ensuing year. 

The chairman of the Records Committee report- 
ed on the deaths which had occurred in the hos- 
pital during the past month, as follows: 

Case 114. Sarcoma of the head of the humerus. 
Discussed at last meeting. 

Case 1569. Female, age 84, entered the hospital 
Sept. 24, died Oct. 3. Diagnosis, senility, gastrit‘s 
and myocarditis. 

Cage 1636. Endarteritis of middle meningeal ar- 
tery causing hemiplegia. Case discussed at last 
meeting. 

Case 1640. Perforated gastric ulcer. 
cussed at last meeting. 

Case 1652. Acute alimentary intoxication, anhy- 
dremia, terminal broncho-pneumonia. Female child, 
oe a months, entered hospital Oct. 10, expired 

ct. 4 

Case *1657. Male, age 66, entered hospital Oct. 11, 
expired Oct. 17. Diagnosis, cerebral hemorrhage. 

Case 1679. Mexican boy, age 19, entered the 
hospital Oct. 17, died Oct. 21. Diagnosis, hemor- 
rhage of meninges, paralysis of right side of body, 
hypostatic pneumonia, hemorrhage into anterior 
mediastinal space. Case discussed at las tmeeting. 


Case 1683. Mals, age 46. Entered hospital Oct. 
17, died Oct. 23 Diagnosis, pulmonary tuberculosis, 
empyema, tuberculous peritonitis. 

Case 1711. Female child, age 5. Entered hospital 
Oct. 21, died three hours later. Diagnosis, pneumo- 
nia. 


Case 1718. Male, age 47. Entered hospital Oct. 24, 
died Oct. 26. Diagnosis, brain abscess, left tempo- 
ral. Case discussed at this meeting. 

The following case reports were made: 

CASE 1. 


1664: DR. GOODRICH. A case of acute appen- 
dicitis, post-operative hemorrhage. This case was 
one of acute, fulminating appendicitis. There was 
nothing unusual except for many fatty adhesions 
and a very friable gut. On the sixth day after op- 
eration the patient, after a very smooth convales- 
cence, suddenly felt a severe pain in the right low- 
er abdomen, just following the use of a bed pan. 
The patient went into profound shock but in a few 
minutes after emergency stimulation the pulse was 
beating at the rate of sixty and was of fair quality. 
Consultation was held that night with Drs. Dysart 
and Bloomhardt, and we decided that the patient 
probably had post-operative hemorrhage. A blood 
count done a few hours after this accident showed 
red cells 4,120,000, white cells 10,900, 85% 
hemoglobin. The next morning the red count was 
4,360,000 and white count 13,650. Then the patient 
was seen in consultation with Dr. E. Payne Pal- 
mer and it was decided to explore the abdomen. We 
found large coagivla of blood, apparently coming 
from the region of the stomach and the appendix. 
This blood was sponged away and the abdomen 
was closed with drainage. Following this second 
operation the patient’s course was very stormy. 
He had been gassed during the war and for the 
past few years suffered from rather severe asthma, 
but up until the time that this hemorrhage occurred 
the patient- had gotten along well.with the excep- 
tion of temperature of 101 to 102, on the third and 
fourth days following operation. He was placed on 
pneumonia precautions at that time and in the 
course of forty-eight hours the temperature dropped 


Case dis- 
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to normal. Later on the patient developed bilat- 
eral phlebitis and still later pyocarditis. On Oct. 
30th the patient was given blood transfusion be- 
cause of a severe anemia and weakness which had 
gradually developed. He had a severe reaction from 
the transfusion. Then on Nov. 15th, after showing 
slow but constant improvement, he suddenly began 
to have respiratory trouble with weak and irregu- 
lar pulse. The findings seemed to indicate myo- 
cardial deficiency. This condition remained for 
several days with gradual improvement under 
therapy and from that time on the patient’s con- 
valescence was satisfactory. 

In discussion of the case DR. E. P. PALMER 
made tlre following remarks. It is important to 
diagnose this case, if possible, because there is 
something wrong in the abdomen. The blood 
count did not change sufficiently to indicate a 
hemorrhage. His greatest pain was in the left iliac 
region. We have to consider in a case of this 
sort, an operation of the appendiceal stump, tear- 
‘ng up of adhesions, gastric or duodenal ulcer, or 
an ileus. This patient was opened again; how 
much good we did by reopening him we ‘do not 
know but we felt better in doing so. Just at this 
place we wish to caution about the use of enemas 
too soon after an operation of this nature. I have 
had two cases where enemas came out of the drain- 
age tube. 


DR. BLOOMHARDT said he thought the point of 
difficulty in the diagnosing of this case lay between 
mesenter'c thrombosis and hemorrhage. In this 
case the patient went into shock and then began to 
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have fever. Has seen two cases of this nature, one 
a tube case and one an appendicitis case with hem- 
orrhage following enemas. In mesenteric thrombosis 
one always gets vomiting and a subnormal temper- 
ature. In view of the fact that the patient did not 
vomit or continue to have a subnormal tempera- 
ture we considered this case as one of post-opera- 
tive hemorrhage. 

DR. HAMER remarked that it was interesting 
that the patient diagnosed his own case because 
he said he could feel bleeding going on inside. 


CASE II 


No. 1662—Strangulated Ventral Hernia, DR. 
CHAS. S. VIVIAN. This patient was operated on 
for appendicitis fourteen years ago, and he gives a 
history of having had, since that time, a slight 
bulging of the lower end of the incision, at times 
disappearing entirely. Up to the present time there 
has been no pain nor is it tender to touch. On 
Oct. 12th, while at work moving trunks the patient 
says that he felt something give way on the right 
side and experienced a great deal.of pain. A doc- 
tor was called to see the patient. It was not pos- 
sible to reduce the large hernia which had oc- 
curred through the old appendiceal scar. We found 
an interesting thing at operation: there were three 
distinct hernial sacs very firmly adhered. We did 
a regular Andrews type of hernial operation and, as 
you can’ see, (patient was demonstrated) had a very 
good result. The patient’s post operative course 
the first three days was stormy because of a great 
deal of distention. Then on Oct. 22nd he exper- 
ienced a severe pain in the left flank which was 
thought at that time to have been caused by the 
passing of a urinary calculus. Nothing was done 
for this condition except simple treatment and 
the pain subsided within the course of a few hours 
with no recurrence. 
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DR. HAMER gave a report on five cases of skull 
fracture which had been in the hospital in the past 
few weeks. 

CASE II. 

No. 1721, a girl, age 19 found lying face down- 
ward on one of the streets and brought to the 
hospital in an unconscious condition. Examination 
of the patient in the emergency room showed no 
evidence of external injury except for a small con- 
tusion two by two inches, over left occipital region 
of the skull. The skin over this region was not 
broken. Pressure over this contusion caused the 
patient to move about violently and to talk inco- 
herently. There was no bleeding nor discharge 
from the ears, nose or mouth. The left pupil was 
larger than the right but both reacted to iight. 
Facial muscles showed periods of violent contrac- 
tion similar in type to those found in chorea. The 
reflexes were hyperactive throughout. No paralysis 
nor paresis of the extremities. No abnormal find- 
ings in the heart, lungs nor abdomen. Within two 
hours after entrance into the hospital the patient 
regained consciousness but acted violently and 
talked incoherently, although after another two 
hours she was fully awake, recognized parents, and 
talked rationally. There was dilatation of the left 
pupil and a constant twitching of the facial mus- 
cles. X-ray examination showed a fracture in the 
left occipital region with probably some slight de- 
pression of the internal plate. The fracture was 
circumscribed, roughly Y-shaped. The patient’s 
convalescence was very satisfactory and she was 
able to be removed to her home in a week. When 
she left the hospital the muscle twitching had en- 
tirely disappeared and there remained only the di- 
latation of the left pupil. 

CASE IV. 


No. 1752. This patient entered the hospital on 
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Oct. 30th and was discharged on Nov. 26th. The 
patient was a well nourished young male with 
ragged laceration over the right side of forehead 
and numerous bruises; he was completely uncon- 
scious with irregular stertorous breathing. There 
was a hemorrhage into the right orbit with con- 
siderable rigidity of the entire body with resist- 
ance on the part of the patient to manipulation 
of any of the extremities or head. The right arm 
seemed partially paralyzed as the patient did not 
move it. Breathing was very irregular and the 
apex beat of the heart was two fingers within 
mammary line. Heart rate was slow, averaging 
50 to 60 per minute; pulse was full, and of good 
value; blood pressure 140-90. Knee jerks were 
not elicited. No Babinski; no ankle clonus. Ex- 
amination of the cranial vault and base of the 
skull did not show definite fracture involving either 
of these areas. The patient lay in a coma for 
over two weeks and by Nov. 15 his. general condi- 
tion was satisfactory. From that time on there 


was a gradual improvement of speech and mental . 


condition. By Nov. 25th speech was fairly clear 
and motion was completely recovered in the right 
hand and arm. Patient was discharged Nov. 26th 
in a highly satisfactory condition. 

CASE V. 

No. 1763. This patient was brought to the emer- 
gency room following an automobile accident. He 
was unconscious and vomiting food material. There 
was no evidence of injury on external examination 
except that the patient had a very rapid and jerky 
type of respiration with definite respiratory gruni. 
The sense organs indicated nothing to suggest in- 
tracranial injury. The pupils were regular and re- 
acted normally; the neck was held somewhat rigid- 
ly. There was no evidence of fracture of ribs nor 
injury to the chesi. Examination of the rest of 
the body was entirely negative. Radiographs of 
the head of this patient showed a linear tracture 
in the left occipital bone, apparently involving the 
basal area. Radiograph of the chest did not show 
evidence of rib fracture, nor pulmonary consoli- 
dation in the thorax. .This patient’s condition was 
very satisfactory until the third day after admis- 
sion. There was nothing that indicated any intra- 
cranial injury Wut after the third day it was no- 
ticed that the child began having choreiform move- 
ments of the right arm and hand and alternate di- 
latation and contraction of pupils. The pulse grad- 
ually rose from 100 to 160, temperature to 105, 
and respiration 24 to 44, within a period of thirty 
hours. This patient was admitted on Nov. 3rd, was 
apparently getting along nicely until the 5th, 
then suddenly showed evidence of intra-cranial jn- 
jury and died the next day. 

CASE VI. 

No. 1765. This patient was a girl age 6 who 
was injured in an automobile accident. Upon ad- 
mission the face and head were completely cov- 
ered with blood and the child was vomiting pro- 
fusely of food material and blood. There was a 
laceration about one and one-half inches long, high 
in region of left parietal bone; both ears were dis- 
charging blood freely; with the blood was spinal 
fluid. The pupils were equal and reacted to light. 
There was profuse hemorrhage of spinal fluid and 
blood from the nose and mouth. The only other 
injury found was a laceration % inch long on the 
dorsal surface of the left wrist. No evidence of 
injury to chest or abdomen. X-ray showed linear 
crescent shaped fracture of the left parietal re- 
gion just above the shadow of the skin clips used 
to close the scalp wound. There appeared to some 
depression at site of fracture: She ran a temper- 
ature, after the second day, of 103 to 104. The 
pulse averaged 150-160 and the respiration 48 to 50. 
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No improvement was noticed at any time. She 
remained in a semi-conscious condition. She was 
able to swallow nourishment. Occasionally she 
would become very restless and would cry and on 
one or two occasions seemed to recognize objects. 
However, on the ninth day after admission she de- 
veloped definite symptoms of meningitis and died 
the following day. Whether the source of the 
meningitis was through the scalp wound, the ears 
or the nose I do not know, but after these symp- 
toms the temperature rose to 106 and the respi- 
ration to 60. 


CASE VII. 


No. 1679. A Mexican lad about 19 years of age, 
fell from a truck and was brought to the emergen- 
cy room unconscious. No evidence of injury to the 
cranial bones could be found but there were sev- 
eral superficial abrasions over the right jaw and 
chin. The auditory canal was patent; no bleeding 
from the ears; left pupil was slightly irregular 
and larger htan the right; and there was con- 
stant rotary motion of eye-balls. The nose was 
bleeding slightly; no bleeding nor discharge from 
the mouth. Movement of the head was free and 
easy; no fractured ribs could be found. Examina- 
tion of the lungs showed no abnormal findings 
throughout. The: heart was not enlarged nor dis- 
placed; sounds were clear but irregular, averaging 
100 to 120 and at times the rate increased sudden- 
ly, 140 to 150. There was paralysis of the right 
arm and partial paralysis of right leg. We had the 
head x-rayed but no fracture line in any port.on 
of the skull could be found. The patient lay in 
an unconscious condition for a period of five days, 
and finally expired on Nov. 21st with definite signs 
of hypostatic pneumonia in both lungs. Autopsy 
performed showed marked congestion throughout 
both lungs, and several isolated healed tubercles 
in the left apex. The heart was soft and flabby 
with normal size and color. Stomach was widely 
dilated; spleen was dark red in color, more firm 
than normal and showed.a septum through the mid- 
dle portion, which separated the spleen into two 
distinct lobes. There were no perforations nor ul- 
cers in the intestines and no evidence of liver in- 
jury. In the mediastinum there was a large effu- 
sion of blood into the superior and anterior med- 
iastinum. The brain was opened and there was 
found extensive hemorrhage over the lateral and 
temporal regions of the left side. No fracture of 
the cranial bones could be found. 

Dr. Hamer took the notes in the absence of the 
secretary. Adjourned. 

ORVILLE HARRY BROWN, Secretary. 
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ARIZONA DEACONESS HOSPITAL 
(PHOENIX) 
January Staff Meeting). 

The Staff of the Arizona Deaconess Hospital met 
Monday evening, Jan. 23, at the hospital, Dr. L. 
H. Thayer, chairman of the staff, presiding. Thirty- 
one physicians were present. 

The minutes of the last council meeting were 
read. Motion was made that members of the ac- 
tive staff who have not attended seventy-five per 
cent of the staff meetings during the past year be 
dropped to associate membership. There was con- 
siderable discussion and the motion was finally 
tabled by vote until the next staff meeting. 
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Dr. Gordon Shackleford (dentist) -was_ elected 
to such membership as he may choose. 

Dr. S. I. Bloomhardt, of the Records Committee 
made a report in summary of the deaths for the 
past two months they were classified as follows: 
Fractured skull (three); cerebral hemorrhage 
(two); gun shot wounds (two); exophthalmic 
goitre (one); broncho-pneumonia (two); pulmonary 
tuberculosis (one); laryngeal tuberculosis (one); 
influenza (one); nephritis (one); gas gangrene 
(one). 

The two cases of fractured skull (1763 and 1765) 
were discussed at the last staff meeting. 

In Case 1854, cerebral hemorrhage, the history 
and physical findings were scanty; there was no 
record of blood presure; there was a consultation 
but no record of consultant’s opinion. 

In Case 1833, cerebral hemorrhage, there was a 
fair history; patient was unable to talk; there was 
a good record of physical examination, but no 
blood pressure recorded. 

In Case 1811, gunshot wound, patient died a 
short time after entering hospital; injury was, sui- 
cidal secondary to long standing physical ailments. 

In Case 2050, gunshot wounds of neck, abdomen 
and thorax, operation was performed which lasted 
one hour. In such cases, the time element of op- 
eration is of great importance; this was one of the 
lesions which came out of the recent war. 

In Case 1778, exophthalmic goitre, terminal stage, 
a medical history would have been of value, but 
this was lacking. In such cases as complete a rec- 


ord as possible would have great scientific value 
and make record studies much more interesting. 

In Case 1777, perforated gastric ulcer and gen- 
eral peritonitis, an appendectomy was done before 
surgical repair of the ulcer was begun; total time 
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of operation was one honr and forty-five minutes. 
It is a question whether it was good surgery to 
waste time on the appendectomy before attacking 
the ulcer, because in such cases, time is of extreme 
importance and the less handling of the intestines, 
the better. 

In Case 1950, broncho-pneumonia in an aged 
person with nephritis, there is a good history and 
detailed physical findings. 

In Case 1903, pulmonary tuberculosis complicated 
by asthma and myocarditis, there is a good history 
with excellent physical, with careful study of the 
case. Such a history is of value for study of 
records and for statistical purposes. 

In Case 1908, diagnosed tuberculosis of larynx, 
there is a question whether this is a proper classi- 
fication as a cause of death, or whether it is always 
a complication of lung tuberculosis. There was no 
history, but very good physical examination; pa- 
tient being unable to talk probably accounts for 
incomplete history. 

In Case 1994, myocarditis and influenza, it was 
evidently difficult to get history. In such a case, 
the value of the record would depend on the com- 
pleteness of the physical examination. In this case 
the physical examination was of no value. 

In Case 2075, influenza, the point of interest 
was that the undertaker was notified, according to 
the notes, before the patient died. Some treat- 
ment was given after such notification. There 
was no laboratory substantiation of the diagnosis. 

In Case 1921, nephritis, patient was moribund on 
admission. History was poor on account of con- 
dition of patient. 

In Case 1915, gas gangrene, record will be pre 
sented at this meeting. 

In commenting on these recodrs, DR. BLOOM- 
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HARDT stated that very few records of blood pres- 
sure were found; if the physicians take the blood 
pressure, they often fail to record the findings. 
Blood pressure should certainly be charted on all 
cases of apoplexy, nephritis, head injury, etc. 
While a good many consultations were held, there 
are relatively few records of the consultants’ opin- 
ions and findings. When unable to get definite 
history, the physician should pay more attention 
to the physical findings, in order to have some- 
thing- to back up the diagnosis and make records 
more complete. The charts are much improved 
over what they were some years ago, and with 
the cooperation of all the staff members, they 
could be still further improved. 

DR. R. J. STROUD, of the Records Committee, 
made report based on review of the clinical rec- 
ords for the past two months. 

(Continued in March Issue) 
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PROFESSIONAT. NEWS FROM NEW 
MEXICO 


The recent arrest of DR. GEORGE E. FOSBERG. 
of Chicago. by the Denver authorities, the latter 
part of January, awoke unpleasant memories in 
the minds of several citizens of Santa Fe. This ad- 
venturer promoted a dry farming project several 
years ago in the neighborhood of Santa Fe, the 
onlv visible resnlt of which was a juicy cron of 
“suckers.” The Santa Fe New Mexican, from which 
this bit of news is culled, does not reveal whether 
any of the medical profession of Santa Fe were 
among those who bit; if not, it was remarkable. 
because physicians are proverbially wooly lambs 
waiting to be shorn by any kind of skin game. 

DR. CARL REED, formerly of the Veterans’ Bu- 
reau at Fort Lyons. Colo., has been promoted to 
the place of regional director of the Veterans’ Bu- 
rean for New Mexico. taking the place of Dr. D. C. 
Dodds, recently deceased. Dr. and Mrs. Reed have 
taken up their residence at the Parkview apart- 
ments, in Albuquerque. 


DR. GEORGE H. PARMENTER, of Fort Bayard, 
who was placed temporarily in charge of the Vet- 
erans’ Bureau at Albuquerque. following the death 
of Dr. D. C. Dodds. regional director, has been re- 
lieved and has returned to his post at Fort Bay- 
ard. where he is assistant medical director. 

POSTGRADUATE MEDICAL COURSE AT UNI- 
VERSITY OF NEW MEXICO:—Considerable inter- 
est has been aroused by the proposal of the Uni- 
versity of New Mexico, at Albuquerque, to hold a 
summer lecture course for physicians, lasting about 
ten days. A conference was held recently between 
Dr. J. F. Zimmerman, president of the university; 
Dr. S. P. Nanninga, director of the summer ses- 
sion; Dr. G. C. Luckett, director of the state health 
department; Dr. L. B. Cohenour, secretary of the 
New Mexico Medical Society. A questionnaire is 
being circulated among the physicians of the state 
to ascertain their interest in the course, and it is 
understood that the lecturers will have the approv- 
al of the executive committee of the State Medical 
Society, before being selected. 

_DR. G. W. LUCKEY, of Albuquerque, the full 
time health officer for that city and Bernalillo 
County, has resigned to take the health officership 
of a county in West Virginia. The place to which 
he goes is being vacated by Dr. W. H. Enneis, for- 
merly health officer of Union County and prior 
to that, of Eddy County. It is understood that Dr. 
Enneis has been appointed health officer for Knox- 
ville, Tenn. New Mexico is a favorite hunting 
ground for counties and cities looking for capable 
health officers. 





DR. JAMES R. SCOTT, formeryl health officer 
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of Bernalillo County, from which place he was 
drafted into a similar position at Berkeley, Calif., 
has been induced to return to Albuquerque to take 
over his old position. He will arrive about April 
ist, and will be welcomed by a host of friends in 
New Mexico. 

NEW MEXICO AIDS IN: MALARIA FIGHT IN 
DONA ANA COUNTY. With the approval of Gov- 
ernor Dillon. the State Board of Public Welfare 
will borrow $2500 with which to inaugurate the 
anti-malaria campaign in Dona Ana County. This 
step was taken because of the emergency existing 
and the necessity of commencing operations at 
once. before county money could be made avail- 
able. 

Malaria-bearing mosquitoes have already made 
their avnearance in the county and it is feared, in 
view of last year’s exverience, that the disease mav 
svread up the Rio Grande Vallev unless extensive 
mosauito control activities are begun now. It is 
Manned to treat a large portion of the drainaze 
ditches with Paris green. mixed with dust: to in- 
troduce “top-minnows” in these waters. and to ar- 
range for auinine treatment of known human “car- 
riers” of the malaria organisms. Bv making a simul- 


taneons attack on two fronts it should be possible, 


to reduce the infection materiallv, this s™mmer. 
These tactics were outlined bv Dr. M. A. Barbier. 
malaria exnert of the U. S. Public Health Service. 
who has studied the local situation on the ground 
for two seasons. Dr. Barber promises to return. 
this summer, to aid in combating the scourge and 
to check up on results. 

Much credit is due Dr. C. W. Gerber. County 
Health officer, who has planned the details of this 
campaign and has presented it so forcefully to his 
community that there is unanimous sentiment be- 
hind him in favor of radical measures. As soon 
as the County Commissioners can budget and levv 
taxes for the next fiscal vear. bezinning Julv 1. 
they will take over the cost of further operations. 
Onlv rarely have we seen such enthusiasm for a 
public health undertaking as seems to _ prevail 
among non-official grovns in Dona Ana Connty. 

The BOARD OF MEDICAL EXAMINERS OF 
New Mexico is the loser in a court case, in which 
they endeavored to revoke the license of Dr. Jo- 
seph Gaines for unprofessional advertising. The 
court held that advertising is not sufficient grounds 
for revocation of license under the New Mexico 
law. 





ARIZONA NEWS 


DR, VIRGIL G. PRESSON, formerly health of- 
ficer of Orange, County, California, has entered 
practice at Tucson. Arizona. 

ARIZONA STATE BOARD OF NURSE EXAM- 
INERS held a meeting in Phoenix the last week 
in January. Miss Helen Eagan, R.N., of Phoenix, 
was elected president of the board and Miss Cather- 
ine Beagan, R.N. of Prescott, secretary-treasurer. 

A MEDICAL CLINIC has been established at 
the Baptist Christian Center in Tucson, on S. 
Stone Ave. Weekly baby clinics will be held by Dr. 
R. K. Smith. The Pima County Health Center will 
cooperate in this work through Miss Minnie C. Ben- 
son, directing nurse, in the follow-up work in the 
homes. 

The COUNTY HOSPITAL of Cochise County, lo- 
cated about five miles from Douglas, is the sub- 
ject of an interesting description in the Douglas 
(Ariz.) Dispatch of Jan. 29th. This hospital with 
capacity for seventy patients is a very excellent in- 
stitution. The average number of patients during 
1927 was fifty-five. The hospital is well equipped, 
with a staff of nine nurses. Dr. E. W. Adamson 
is the “chief physician. 
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HEALTH EDUCATION -will be required in the 
grade schools of Arizona, beginning with the ses- 
sion of 1928-29. There will be a director of phy- 
sical education who will have charge of this work 
in supervising the health education courses in the 
schools of the state. 


DR. J. W. BAZELL of Winslow, reports the inci- 
dence of a number of cases of chicken pox in the 
schools of that town. 

The BIRTHS IN ARIZONA are keeping a big 
lead over the deaths, according to the reports from 
the Vital Statistics Department at the capitol. This 
has not always been so. Some years ago, when 
the state was flooded with large numbers of indi- 
gent tuberculous patients in the last stages of the 
disease, the deaths would often exceed the births. 

The TOWN COUNCIL OF SAFFORD has adopt- 
ed the standard United States Public Health Serv- 
ice ordinance relative to milk sold in the town, and 
hereafter all milk sold there must be graded ac- 
cording to these requirements. 

DR. R. B. DURFEE, public school health direct- 
or for Bisbee, has been busy vaccinating the school 
children. Up to Fel. 8rd, more than 200 had been 
vaccinated. 

DR. W. H. LOUNT, formerly of Phoenix, special- 
ist in eye ear, nose and throat diseases, has re- 
moved to Yuma, where he will be associated in 
practice with Drs. Ketcherside and Shields. 

DR. THOMAS W. WOODMAN of Phoenix, has 
opened new offices at 703 Heard Building, and will 
be engaged in general practice. Dr. Woodman 
has been associated with Dr. W. O. Sweek for the 
past two years. 

The YUMA GENERAL HOSPITAL is to have a 
new nurses’ home, contract for which has been 
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seven rooms, and is to be completed within ninety 
days. 

TUBERCULOSIS SANATORIUMS in Tucson will 
hereafter be under the control of the city council, 
that portion of the city ordinance giving the own- 
ers of adjoining property the right to object to 
the issuance of permits, having been repealed. 

The HEALTH CENTER of Tucson has been 
given a new Ford car by a wealthy winter visitor 
to the city, whose sympathy was aroused by the 
dilipidated condition of the car being used by the 
visiting nurse. 

A SANITARIUM for the poor of Agua Prieta is 
to be constructed through the efforts of the P.K.L. 
Club of that city which is just across the border 
from Douglas. 

DR. W. F. CHENOWETH, of Nogales, is appar- 
ently to be the loser to the extent of $10,000, by 
failure to comply with a law of which he was 
ignorant with regard to filing a bill for services. 
After securing the ruling of the Superior Court of 
Santa Cruz county in favor of his bill against an 
estate, the Supreme Court has reversed the de- 
cision on the ground that the doctor failed to file 
his bill of particulars within the time required by 
law. 

DR. RAYMOND BROKAW, Field Representative 
of the American Society for the Control of Can- 
cer, spent several days in Arizona, the latter part 
of January. He spoke before the Maricopa County 
Medical Society, the Parent-Teachers Association 
in Phoenix, and luncheon clubs. 

DR. RICHARD E. YBLLOTT of Benson, city 
health officer, announces that the Standard Milk 
Ordinance of the United States Public Health Ser- 
vice has been adopted by that city and will go into 
effect in the near future. 


let. It will be a one-story brick dormitory of The AMERICAN COLLEGE OF PHYSICIANS 
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will hold its annual Congress in New Orleans, 
March 5th to 9th. A special feature of the program 
will be the addresses and clinics of Dr. Julius 
Bauer, of the University of Vienna. Dr. Bauer is 
one of the great personalities in medicine and will 
no doubt draw many visitors to the Congress, who 
would not otherwise attend. Among the papers 
on the program is one by DR. JOHN W. FLINN, 
of Prescott, on ‘The Differential Blood Count in 
One Thousand Cases of Active Tubercuolsis.” 


— « 
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EL PASO PERSONAL NOTES 


DR. JOHN MOIR, of Deming, 
El Paso early in January. 

DR. and MRS. JAMES VANCE have been spend- 
ing several weeks in Mexico City. Upon their re- 
turn the doctor commented very favorably on the 
quality and quantity of “Scotch” to be had in our 
neighboring republic. 

DR. RAYMOND BROKAW, field representative 
of the American Society for the Control of Can- 
cer, paid the local El Paso physicians a visit Jan- 
uary 14. 

DR. HUGH CROUSE who has been citically ill 
for several weeks is convalescing satisfactorily. 

DR. BRANCH CRAIGE has returned from an ex- 
tended trip to New York and his old home in South 
Carolina. Dr. Craige has announced his intention 
of limiting his practice to pediatrics. 

DR. R. L. MARRETT was recently elected a 
member of the El Paso County Medical Society. 
He has. offices in the Roberts-Banner Building. Dr. 
Marrett_ was graduated from Texas University Med- 
ical School and interned at El Paso City-County 
Hospital. 

DR. J. E. MORRISON -was recently elected to 
the El Paso County Medical Society. He will 
office in the Mills Building. Dr. Morrison was 
graduated from Texas University Medical School, 
class of 1923. He interned at Cleveland City Hos- 
pital, Cleveland, Ohio, and Grassland Hospital, New 
York City. 


An item of more than passing interest has re- 
cently been called to our attention. DR. M. S. MOL- 
LOY, of Ysleta, Texas, recently answered a call to 
a child that had already suffocated from a laryn- 
geal diphtheria. The facis as revealed through 
an overheard telephone conversation and from the 
father typifies the ultimate confidence in Christian 
Science faith. It seems that the baby had received 
“absent treatment” from a very prominent El Paso 
“Scientist” for three days prior to its death. 
When informed that the baby “appeared” to be 
choking, the practitioner advised calling a physi- 
cian. After it was evident that the baby had died 
the father assured the practitioner of his absolute 
confidence. This gentleman who can minister 
comfortably at home to laryngeal diphtheria has 
reasons to be well remembered in El Paso by his 
violent (ineffective) opposition to compulsory vac- 
cination in his own city and by his vigorous efforts 
to have the Medical Practice Act modified at Aus- 
tin to enable Scientists to charge for such valuable 
services as herewith depicted. 

DR. Z. COUSEY, of Douglas, Arizona, was a vis- 
- itor in El Paso, February 1. 

DR. R. L. RAMEY, of El Paso, is now the pres- 
ident of the Pacific Association of Railway Sur- 
geons, owing to the death of Dr. E. G. Goodrich 
of Los Angeles, who was the president. Dr. Ra- 
mey was elected first vice-president of the organ- 
ization at their meeting in San Frnacisco last Au- 
gust. 

The Hospital Staff of the HOTEL DIEU met 
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The scientific program for the eve- 
Drs. Paul Gallagher and 


January 11th. 
ning was furnished by 
Drs. Brown and Brown. 

Dr. Paul Gallagher presented a case for diag- 
nosis which is still under observation and will be 
reported at a later date. 

Dr. W. L. Brown presented two cases, (details of 
which will be found elsewhere in this issue.) 

Case I was an instance of tuberculosis of the 
vagina. 

Case 2 was an epithelioma in a boy fifteen years 
old. 

The Staff of the CITY-COUNTY HOSPITAL met 
January 25th. The case of chief interest in the 
program’ was presented by Dr. H. E. Stevenson. It 
was a very severe gunshot injury to the abdo- 
men with recovery. It will be found reported else- 
where in this issue. 


4) 
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The Thirteenth Annual Convention of the Cath- 
clic Hospital Association of the United States and 
Canada and the Second Annual Hospital Clinica! 
Congress of North America, will be held in the Cin- 
cinnati Music Hall, Cincinnati, Ohio, June 18th to 
22nd, inclusive, 1928. The Fourth Annual Conven- 
tion of the International Guild of Nurses will be 
held at the same time, in the same building, at 
night meetings. 

This Convention and Congress will be one of the 
largest and most important hospital meetings of 
the year, and will comprise general scientific meet- 
ing, special clinics or demonstrations of hospital 
departments, and three hundred special commercial 
and educational exhibits. Outstanding authorities 
in medicine, surgery, pathology, nursing, dietetics 
and hospital administration, architecture and en- 
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gineering, will lecture and demonstrate in specially 
planned clinics representing the various depart- 
ments of the modern hospital. A professional pro- 
gram of the highest interest and value is now be- 
ing formulated, and all persons interested in: med- 
ical and hospital esrvice are cordialy invited ‘to 
attend. Further infomration may be obtained from 
John R. Hughes, M. D,. Dean of the College of 
Hospital Administration, Marquette University, Mil- 
waukee, Wisconsin, who is General Chairman of 
the Convention and Congress. 





SITUATIONS WANTED 


WANTED—Salaried appointments for Class. A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
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tical experience (Bacteriology, Compiete Blood 
Chemistry, Tissue work, etc.) desires oositipn with 
Hospital or Medical Group.” 

Box 1, care Southwestern Medicine. 





HEARTBEAT STETHOSCOPE 


A sensitive Stethoscope which intensifies 


NOTE—Adjust the stethoscope to your 
ears 
—it will remind you of the Golden State 
Limited passing. TRY IT. 


An Instrument That Can Be Adjusted 


PACIFIC SURGICAL MFG. CO. 


616 South Figueroa St. 
Pacific Surgical Mfg. Co., 
Los. Angeles. 


The 


the weakest sounds. 


draw a hair across the diaphragm 


To The Most Sensitive Ear 


Los Angeles 


Send me a HEARTBEAT Stethoscope for inspection. 
remit $4.50 and postage within 3 days after receipt. 


Dr. 


If it is satisfactory I will 





Bank Town 























SOUTHWESTERN MEDICINE 
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NEO-SILVOL 
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R local infections of accessible mucous membranes 
try Neo-Silvol, a colloidal silver iodide that is 
daily gaining in favor with discriminating physicians. 
Neo-Silvol is peculiarly adapted for this purpose because 
it does not stain the skin, mucous membrane, or linen 
with which it comes in contact; because it causes neither 
pair nor irritation to sensitive tissues; and because it 
has a selective action against certain bacteria which 
makes it even more effective than carbolic acid. For 
gonorrheal infections it is particularly appropriate: it 
is twenty times as strongly germicidal as pure carbolic 
acid. 

Neo-Silvol in aqueous solution is especially valuable 
in inflammatory affections of the eye, ear, nose, throat, 
urethra, and bladder. As a pyelographic medium in 20 
per cent solution it casts clear shadows on the X-ray 
film and, far from being toxic, has a soothing and 
healing effect. 
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Neo-Silvol is supplied in 1-oz. and 4-oz. bottles of 

the granules; in 6-grain capsules, bottles of 50; as a 

5 per cent ointment in 1-drachm tubes; and as 5 per 
cent Vaginal Suppositories in boxes of 12 
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Literature will be promptly mailed on request 


PARKE, DAVIS « COMPANY 


DETROIT, MICHIGAN 


NEO-SILVOL HAS BEEN ACCEPTED FOR INCLUSION IN N.N. R. BY THE COUNCIL ON PHARMACY 
AND CHEMISTRY OF THE AMERICAN MEDICAL ASSOCIATION 
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